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Introduction
Chris Gostick

I am both flattered and diffident to have
been asked to introduce this important
edition of the PSSRU Bulletin: flattered be-
cause of the very high reputation PSSRU
now holds among all of those engaged in
the social welfare business, whether as
managers, practitioners, policy makers or
researchers; diffident because I suspect
that like many I am not entirely confident
that I understand as fully as I should the
rigorous theoretical arguments underpin-
ning the work of the unit, or the sophisti-
cated methodology employed in their
research. This Bulletin, however, is an im-
portant bridge between those two posi-
tions, bringing together short articles and
summaries of much of the current and re-
cent work of the unit in a clear, straightfor-
ward and easily accessible way, while
pointing the way to the increasing library
of books and monographs produced by
the unit for those requiring more detailed
information on specific topics.

This Bulletin is also significant in other re-

spects. For one thing it is the first to be pub-

lished since the full implementation of the

community care reforms that PSSRU re-

search has done so much to shape and un-

derpin, so it is particularly appropriate that

this should be a special issue on the general

theme of Community Care. Second, it is

now close to the twentieth anniversary of

the establishment of the Unit at Canter-

bury in 1974, and given the recent report of

the Williams Committee and the current

review of personal social services research

commissioned by the Department of

Health, this seems a particularly good time

to the enormous importance of units such

as PSSRU which can generate a consistent

stream of research over time, while also

building and refining a comprehensive

theoretical framework within which policy

and practice can be developed and sus-

tained.

But the PSSRU is far more than just a static
repository of data or ideas. By consis-
tently building on the three complemen-
tary strands of research established in
1974, under the single overarching theo-
retical framework of the Production of
Welfare model —
n variations in needs and provision be-
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tween different localities;
n innovations in services, especially for elderly people; and
n the crucial relationship between resources and outcomes —
researchers in the unit have been able to develop an increasingly

sophisticated understanding of the underlying processes of social

welfare operated by large scale bureaucratic organisations; to test

this understanding empirically; and then to undertake and evalu-

ate experimental studies, such as the well known Kent Commu-

nity Care project, which allow new responses to those processes to

be developed.

The Kent Community Care project has already gone down in his-

tory as the foundation of the current reforms, but it is worth re-

minding ourselves that this was the first explicit attempt to

introduce a managed process encompassing clear assessment of

needs; explicit costing of resources; measurement of a wide vari-

ety of needs and outcomes; and then to analyse the resulting rela-

tionships with complex modelling techniques. As an experimental

study involving close management attention and additional re-

sources, there is no doubt that the project always had a fair wind;

but replication studies elsewhere have consistently produced sim-

ilar results; and studies reported in this issue of the Bulletin again

demonstrate how these same outcomes can also be achieved

where the approach is adopted as standard practice in busy local

offices.

It is through this process of continued replication and refinement

that units like the PSSRU are able to develop a more comprehen-

sive understanding of complex processes. By bringing together a

critical mass of researchers over a long period coupled with wide

experience and an international perspective, and a clear intellec-

tual focus, the eventual policy and practice outcomes transcend

the sum of the individual projects undertaken, and it is this which

gives such units their strength and vitality.

The Kent Community Care project also demonstrates the length of

time it takes to translate a potentially good idea into a systematic

policy framework, and it is this ability to ‘think long’, coupled with

the flexibility to undertake rapid short-term research programmes

on emerging issues, which characterises the best work of units

such as the PSSRU, and which it will be important to continue to

sustain in any reorganised approach to personal social services re-

search in the future.

Since that early pioneering work on services for elderly people in

Kent, the Unit has broadened its work into a whole range of client

groups and activities, and it is particularly heartening to see the

new emphasis on mental health studies reported in this issue, for

example.

A glance at the contents of this Bulletin will show the great diver-

sity of work now being undertaken at the PSSRU, but all is based

around the unifying themes of the Social Production of Welfare,

and the Mixed Economy of Welfare. It is no accident, of course,

that these are also the central themes that characterise the current

community care agenda in the United Kingdom, although I sus-

pect that most of us would not usually refer to them in quite that

terminology. But beneath those two rather technical terms lie all

the important issues that those on the front line of the reforms are

now grappling with as we move beyond establishing basic organi-

sational foundations for community care, and on into the full de-

velopment and implementation of new systems and approaches.

The issues we face are about improvement in assessment and the

role of care managers; about targeting resources on those in great-

est need, and the degree of concentration of those resources; about

developing choice and diversity, and the encouragement of user

involvement; about achieving pluralism of provision (the

so-called mixed economy of care), and about improving the qual-

ity and regulation of services; as well as about the actual costs of

services, and the critical relationships between resources, needs

and outcomes.

All of these are issues on which the PSSRU has something impor-

tant to say and to contribute. While not all of these themes are di-

rectly represented in this issue in the form of specific articles,

information on them does appear somewhere within the Bulletin,

together with much more. It would be hard to identify another UK

research unit that could respond to such a comprehensive agenda

with such a range of work. But even more important, the PSSRU
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provides not just a research perspective, but brings together the

current issues of research, management and practice within a co-

herent framework, so that the unit material has something to say

to all of us, wherever we are located within the community care

process. This is a measure of the achievement of the unit and its

staff over the past two decades, and it is hardly surprising that

many of us remain diffident in the face of that achievement.

Such achievement is not without its costs, however, and in its early

days the PSSRU had a not entirely undeserved reputation for un-

necessarily complex argument shrouded in a leaden prose style.

More recently Unit publications have shown an increased ability

to present complex ideas in a relatively clear and simple way. I

hope that is equally true of the papers in this Bulletin, which I have

worked hard to try and influence. If they are not easily readable it

will be a measure of how far I too have now been absorbed by the

Unit culture. One thing I have not been able to overcome is the

Unit’s continuing delight in the unconventional metaphor, the

scholarly pun, or the use of obscure acronyms. I suspect that these

are now so much part of the culture as to be irreversible.

Nonetheless, I look forward enthusiastically to the opportunity for

introducing the thirtieth anniversary edition of the Bulletin in

2004. Although beyond that, despite the renowned longevity of

academic social scientists, especially those with an economic turn

of mind, I suspect (and indeed hope) that by then many of us will

have handed over to a new generation of production of welfare

entrepreneurs, many of whom will have received their formative

research training and intellectual experience in important units

like the PSSRU, and it will be to them that we shall look for the

continued high quality of community care research in the next de-

cade and beyond.

In the meantime I do commend the contents of this, and the many

previous PSSRU Bulletins, as essential reading for all who are in-

volved in either community care, or the social welfare business

more generally, in whatever lowly or exalted position.

Chris Gostick was Director of Social Services for Westminster City Coun-
cil until early 1993, and is now Community Care Development Manager
for North West Thames Regional Health Authority. He has been Associ-
ate Lecturer and Visiting Research Fellow at the University of Surrey
since 1980, with a particular interest in personal social services research,
and is Secretary to the Association of Directors of Social Services (ADSS)
Services Evaluation, Research and Information Committee.
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Problems in Estimating Unit Costs of Community Care
Ann Netten

The need for costs information continues

to grow. Policy makers need costs for com-

munity care plans, purchasers to negotiate

contracts and set budgets, providers to se-

cure funding and identify prices. Even

within the Department of Health (DH) a

variety of potential uses for unit costs of

services has been identified: costing the ef-

fect of demographic changes or new poli-

cies on public expenditure, option

appraisal such as the cost-effectiveness of

different modes of care, and performance

indicators.

The DH is commissioning a number of exer-

cises to enhance the level of knowledge about

unit costs. As part of this the Unit Costs

Programme of work aims to draw together

state of the art unit costs research, identify im-

portant gaps in knowledge and initiate an

agreed approach to the process of estimating

unit costs. The strategy adopted was to esti-

mate ‘building blocks’ of cost information in

order to provide an approach that was as flex-

ible and valid as possible. The first stage was

to identify the key elements in constructing

unit costs: client group; type of service; pro-

viding agency; resource type (for example,

capital, labour and overheads); activities (for

example, time use, tasks and commodities);

and causes of variation (for example, regional

issues, population scatter and dependency of

clients).

Problems and gaps

The process of compiling the information

into a ‘schema’ for each service and a vali-

dation exercise on the first report which in-

corporated these schemata served to

highlight a number of gaps and problems

in the current level of knowledge about

unit costs. These were of three types: lack

of data, changing services and problems in

defining units.

Lack of data
Across services there is a basic lack of infor-

mation, particularly about overheads and

capital costs, which resulted in the report

drawing on, in some cases, quite

long-standing research findings. This was

of great importance when pricing capital as

it frequently represents a high proportion

of unit costs and estimates are highly sensi-

tive to different assumptions.

Increasing variety of service
The services included so far have been de-

fined by the world of community care which

preceded the introduction of the NHS and

Community Care Act. But an explicit aim of

the reforms is an increased diversity of ser-

vices to enhance consumer choice. The

changes are already under way. For example,

the increasing importance of resource cen-

tres providing day, domiciliary and residen-

tial services means that services provided by

such centres will need separate and careful

costing.

Defining units to cost
Even among existing services there are prob-

lems of definition. For example, day care cov-

ers an enormous range of provision. Some

centres provide a wide variety of commodi-

ties such as personal care, physiotherapy

and group therapy in addition to the basic

level of social contact and meals provided by

most establishments. In using cost informa-

tion, planners, evaluators and policy makers

need to know the average cost of different

types of day care services.

The issue of deciding exactly what unit

should be costed and obtaining the neces-

sary information is at its most acute when

establishing the cost of professional in-

volvement. For example, if the unit to be

costed is a domiciliary visit, it is essential to

know the relationship between the time

spent with a client and time spent on other

activities. But care management tasks such

as coordinating and planning services may

depend more on the number of services in-

volved with the client than with the

amount of time the professional spends in

direct contact with the client.

The way forward

The process of drawing together and validat-

ing information about unit costs has identi-

fied a number of problems but provides a

valuable basis for future work. Concerns

about confidentiality in order to maintain a

‘level playing field’ when pricing services to

purchasers could well serve to reduce rather

than enhance the amount of cost information

that is available.

By linking in to other research, both within

and without the Unit, the will develop

both the level of sophistication and the ex-

tent of information about unit costs. Links

with three projects will be used to generate

information about professional time use.

Work on staff activity in mental health

teams (see the update on page 14) is pro-

viding a useful starting point for the devel-

opment of a methodology to investigate

the most appropriate way to cost profes-

sional time. Future work includes a new

study being undertaken by the National

Institute for Social Work on the changing

role of social work practitioners. The forth-

coming study of changes in community

care of the elderly between 1984 and 1995

(see the update on page 24) will provide an

opportunity to investigate the most appro-

priate way to approach the problems in-

herent in estimating unit costs of day care

for elderly people.

Ongoing work will also serve to extend the

range of services for which unit costs are

available. Existing links with research in

mental health (for example that described

here on pages 6-7) have served as a valu-

able source of data. Similarly, costing ser-

vices for children will be incorporated,

based on past projects, a current study of

the costs of child assessment in social ser-

vices and new work on child psychiatry.

Work from the Centre for Health Econom-

ics at the University of York will provide

costs of a wide variety of services for peo-

ple with learning difficulties including in-

novative services, respite care and services

based in resource centres.

By forging such links it is hoped that the

Unit Costs Programme will provide a fo-

rum for the exchange and development of

information that should be of value to re-

searchers, policy makers and practitioners

in the drive to the more efficient and effec-

tive use of resources.

Thanks are due to Steve Smart for his work on
the original report and to all those who partici-
pated in the validation exercise. Thanks also to
members of the working group: Martin Knapp
(chair), Andrew Bebbington, Jeni Beecham,
Kirsteen Smith, Raphael Wittenberg and Ken
Wright.

A report, Unit Costs of Community Care 1992/93,
has recently been published: see page 20 for de-
tails.
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Funding Mental Health Services
Jeni Beecham*

The mental health research at the PSSRU

currently comprises about a dozen projects

ranging over a variety of ‘mental health

economics’ topics. Within the production

of welfare paradigm, the estimated costs of

supporting clients are used to examine cli-

ent, practice and policy issues. This ap-

proach allows applied research to be

located within both a theoretical frame-

work and a clinical or service delivery con-

text.

One of the issues examined in PSSRU re-

search is the funding of care. Here we con-

sider the contributions of service providing

agencies to the costs of service packages

using data from four research projects on

community-based care for people with se-

rious mental health problems in London.

Psychiatric reprovision (): From this

wide-ranging research project, funded by

North East Thames Regional Health Au-

thority, data are available for 341 people

who were interviewed one year after dis-

charge from two long-stay psychiatric hos-

pitals. Each person was formerly an

in-patient for at least a year, and no one

aged over 65 had a diagnosis of dementia.

The Daily Living (DLP): This innovative

support service was established at the

Maudsley Hospital in 1987. The service

provides a home-based treatment

programme for people who would other-

wise be admitted to emergency in-patient

care. A randomised controlled trial com-

pared DLP users with people with serious

mental health problems receiving standard

in-patient treatment.

The Community Support Team (CST): In

Greenwich, a team of community psychi-

atric nurses is providing an intensive sup-

port service within a care-management

structure. Using a similar research protocol

to DLP, clients were matched with people

receiving standard CPN care from a ge-

neric team. As with DLP, data from the last

interview are used (18 months after entry

to study) to provide the closest approxima-

tions to ‘steady-state’ service use and costs.

The Maudsley Outreach Support Team

(MOST): This service is specifically tar-

geted at people who are perceived to have

unmet needs and are ‘hard to reach’. It

aims to provide an accessible service for

people who can use only the standard con-

figuration of services in times of crisis, de-

spite the need for ongoing support.

Table 1 shows the distribution of costs be-

tween agencies involved in providing ser-

vices — the funding pattern. Cost

proportions are calculated from data on

the comprehensive costs of support, which

include all services used. In , where many

specialist placements are used, 85 per cent

of costs are accounted for by accommoda-

tion. The lowest percentage absorbed by

these costs is still over a third of the total

(MOST). Off-site services, such as

out-patient services, day care, social work

and other peripatetic professionals, are not

6 PSSRU Bulletin No . 9 — July 1993

Table 1
Proportion of total costs of community care funded by each agency

Research project

NETRHA DLP CST MOST

Cont Exp Cont Exp

Funder % % % % % %

Client/family 29.3 28.8 41.2 2.3 2.1 12.4

Project 0.0 0.0 14.1 0.0 6.3 26.8

District health authority 49.9 51.8 17.8 70.8 65.2 33.4

Family health service authority 0.5 0.3 0.3 0.9 0.8 0.1

LA social service department 9.9 7.1 2.7 10.7 19.2 2.0

LA, other departments1 4.7 9.4 19.3 1.9 2.6 16.8

Voluntary organisations 5.7 2.2 1.4 0.6 0.9 3.2

Law and order services –.2 0.2 3.1 12.7 2.8 5.3

Miscellaneous services 0.0 0.1 0.0 – 0.1 –

Sample size 341 68 74 30 32 26

Average weekly cost per client (£)3 493 312 213 368 280 486

Notes

1 Includes housing, housing benefit, education
2 Less than 0.05% contribution to total cost
3 Updated to 1992/93 prices using Hospital and Community Health Services pay and prices

index



only important elements of individual care

packages but also absorb varying amounts

of the total costs of care.

The project category includes several

sources of money: and MOST were fi-

nanced by new Department of Health

monies, and dedicated district funding

was available for the CST. In the NETRHA

study, financial transfers (‘dowries’) were

set up at the beginning of the closure

programme and are included in the district

health authority figures. At the time of data

collection no services used by clients were

provided through NHS Trusts.

Even with special financing arrangements

there were costs to other agencies, but the

input of new services tends to alter the

funding pattern. One of the aims of DLP,

for example, was to reduce use of

in-patient hospital services, the most costly

of health authority services. This has

meant a large reduction in funding from

the district health authority and a higher

proportion borne by the local authority as

clients have spent longer periods in their

own homes. The new service also signifi-

cantly reduced the total costs of care for

this client group (Knapp et al., 1993).

In direct contrast to the contribution of the

district health authority, the family health

services authority funds less than 1 per cent

of support in each project yet general prac-

titioners play an important role in the care

of people with mental health problems.

More than half of each sample saw a GP at

least once in the period before interview,

often for psychiatric as well as general

health care.

Comparing the two CST columns, we see

three areas in which the distribution of

costs for the experimental group is differ-

ent from the control group. First, although

clients were accepted into the study at

point of discharge, rather than admission

to hospital (as with ), there was a small re-

duction in district health authority fund-

ing. Second, the social services department

funds a higher proportion of the total.

Third, there was a considerable reduction

in the proportion of funding from law and

order services, which includes police, pro-

bation, court and prison. Funding from

these services is low across all projects, and

the services tend to be used intensively by

a few clients. In the CST control group

these costs were raised considerably by the

imprisonment of three clients (McCrone et

al., 1993).

In both the CST and MOST projects, staff

from the new services have expanded the

traditional role of the community psychiat-

ric nurse to provide services more com-

monly associated with other agencies. This

is particularly noticeable in the MOST ser-

vice, where the project funded a high pro-

portion of the care packages. It is

innovative services such as these which

can point the way forward for mental

health care, and the injection of dedicated

project funds aids their introduction. The

termination of these funds signals the need

for service providers to be aware of their

costs in order to set their prices accurately.

Purchasers, however, must also be aware of

the cost consequences of selecting one

model over the other: a service which is

less expensive to the health sector, for ex-

ample, may require a greater level of fund-

ing from social services or from the service

user.

Policies to encourage development and

change in community care services have

often focused on funding, for example the

joint finance arrangements and ‘dowries’

introduced in the early 1980s. More re-

cently, funds totalling about £500 million

have been transferred to social services de-

partments to pay for residential, nursing

and domiciliary care of elderly people, 85

per cent of which is to be spent on inde-

pendent providers, including, in this case,

the NHS. The effect of such policies is often

difficult to measure, particularly as the dis-

tinction between who funds and who pro-

vides services is not always clear. For

example, the voluntary sector funds a

higher proportion of support in the project

than in any other, but this was still only 6

per cent of the total. Many services, how-

ever, were provided by these organisa-

tions — accommodation facilities, day

care, social clubs and some peripatetic sup-

port. The funding for these services came

through social security entitlements or

health and local authority grants. There

were only a few services where subsidies

were made from the voluntary organisa-

tions’ own resources.

This article describes the funding of psy-

chiatric care before the recommendations

of the NHS and Community Care Act 1990

came into force. Under the new arrange-

ments, a wider range of providers are en-

couraged to enter the market with a

greater variety of services. The most visible

effect of the new arrangements will be to

reduce the proportion of costs to the user

while raising that borne by social service

departments. For example, 12 per cent of

the sample live in specialist accommoda-

tion provided by private individuals or or-

ganisations, but the charges are met by the

clients’ own resources (usually social secu-

rity entitlements) and included in the cli-

ent/family costs. (This category also includes

the living expenses borne by the client and

by other household members but does not

include the costs of informal care.) Al-

though the number of clients moving to

these establishments has reduced over

time (Hallam et al., 1993), recent changes in

funding mechanisms may allow social ser-

vices departments to argue that their fi-

nancial contribution to mental health care

has increased without substantially alter-

ing their current level of activity. Never-

theless, for people with serious mental

health problems, it is likely that the health

sector, as provider of hospital-based ser-

vices, will continue to dominate the fund-

ing of care.
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* I gratefully acknowledge the contribution to
the work described here of many PSSRU col-
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Length of Stay in Residential and Nursing Homes
Robin Darton

From 1 April 1993, local authorities have

been responsible for assessing new appli-

cants for public funding for private and

voluntary residential and nursing home

care. Existing residents were given ‘pre-

served rights’ to income support, and a

government working party, the ‘Algebra

Group’, developed a formula for transfer-

ring social security funds for new appli-

cants to local authorities. The phasing of

the transfer of funds and the distribution

across local authorities was calculated us-

ing information on turnover from two sur-

veys of length of stay in residential care

and nursing homes, and information from

a survey by the Benefits Agency of the ar-

eas of origin of residents receiving income

support.

Under the new community care arrange-

ments, local authority planners and care

managers also need information about the

length of stay of residents in residential

and nursing homes. Ideally, this should be

related to individual characteristics, such

as age, sex, and health and dependency

status. Most studies of residential and

nursing homes have been cross-sectional,

and estimate the average length of stay for

current residents, not the completed

length of stay for discharged residents.

Furthermore, the uncompleted length of

stay will be underestimated in the expand-

ing private residential and nursing home

sectors.

As a first stage in research on completed

length of stay, the PSSRU undertook a

study in 1992, in collaboration with a Lon-

don borough, a metropolitan district and a

county council, to examine length of stay,

turnover, source of admission and source

of finance. Since a cohort of new admis-

sions would have to be studied for a con-

siderable period to produce information

on length of stay, the turnover of existing

residents over a fixed period of time was

obtained. A period of one year was consid-

ered initially, but was reduced to three

months to provide information more

quickly. Health and dependency informa-

tion was not collected, to minimise the bur-

den on respondents and because a cohort

study would be more appropriate for pre-

dicting length of stay from these factors.

Design of the study

A census of residents in local authority, vol-

untary and private residential homes and

independent nursing homes was con-

ducted in February 1992. The census forms

were returned to the homes in May to ob-

tain the date of discharge and destination

for residents leaving during the interven-

ing period. Basic information about the

home and information on new admissions

during the three months was also col-

lected. The number of homes providing in-

formation is shown in Table 2.

Results

These relate to residents in the homes in

February 1992. Table 1 shows the com-

pleted length of stay of residents who left

the home between February and May 1992

and the uncompleted length of stay of

those in the February survey. The uncom-

pleted length of stay figures include

short-stay residents, but there will only be

a small proportion of these at any given

time, particularly in the independent sec-

tor. Although the uncompleted length of

stay of residents will be related to the age of

the home, any relationship with the com-

pleted length of stay would only be indi-

rect, for example if residents admitted to

newer homes were more frail. There was

no consistent relationship between the two

measures. For local authority and volun-

tary residential homes the mean uncom-

pleted length of stay was approximately

two standard errors below the mean com-

pleted length of stay, corresponding to the

5% level of statistical significance, although

only 25 residents left the voluntary resi-

dential homes. For private nursing homes

the mean uncompleted length of stay ex-

ceeded the mean completed length of stay,

a statistically significant difference at the

0.5% level. For private residential homes

the mean completed length of stay was

lower than the mean uncompleted length

of stay, but the difference was not statisti-

cally significant.

Overall, 98% of residents in local authority

homes and approximately 80% in inde-

pendent homes for whom the information

was available had their previous home ad-

dress within the authority, but the propor-

tions varied between the three authorities.

A larger proportion of residents in local au-

thority residential homes and private resi-

dential and nursing homes in the London

borough came from outside the authority,

while nearly all those in the voluntary resi-

dential homes, several of which had been

transferred from the local authority sector,

came from the authority. In the metropoli-

tan district, 87% of residents in private resi-

dential homes and 69% in voluntary

residential homes came from the authority,

compared with 70% in both types of home

in the county council, and in both authori-

ties approximately 80% of private nursing

home residents came from the authority.

Residents in independent homes who

came from the authority were more likely

to have been admitted from hospital (42%),
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Table 1
Mean uncompleted and mean
completed length of stay (months)

Uncom- Com-
pleted pleted

Local authority homes
Mean length of stay 37 46
Standard error 1.0 4.0
Number of individuals 1726 148

Private residential homes
Mean length of stay 31 29
Standard error 0.7 2.6
Number of individuals 1534 112

Voluntary residential homes
Mean length of stay 36 56
Standard error 1.8 10.7
Number of individuals 544 25

Private nursing homes
Mean length of stay 21 17
Standard error 0.4 1.1
Number of individuals 2621 221

Voluntary nursing homes
Mean length of stay 21 17
Standard error 1.9 3.1
Number of individuals 182 9

Private dual registered homes
Mean length of stay 25 26
Standard error 1.8 3.7
Number of individuals 283 37

Voluntary dual registered homes
Mean length of stay 85 114
Standard error 7.2 –
Number of individuals 110 1



while those who came from outside the au-

thority were more likely to have been ad-

mitted from private housing (42%).

Hospitals provided the main source of ad-

mission of residents, except in voluntary

residential and voluntary dual registered

homes which, together with private resi-

dential homes, had the largest proportion

of residents who had been owner occupi-

ers, living alone.

In 1991, the overall ratio of admissions of

long-stay residents to the total number of

places was approximately 33% for local au-

thority and private residential homes and

voluntary nursing homes, 45% for volun-

tary residential homes and private dual

registered homes, and 60% for private

nursing homes.

In the London borough, 16% of residents

in local authority homes paid the full cost

charge, and 31% paid the minimum. The

corresponding figures were 9% and 41% in

the county, and 2% and 34% in the metro-

politan district. In the London borough,

similar proportions of residents in inde-

pendent homes were supported by private

means, income support with topping up

and income support without topping up,

although these varied considerably be-

tween the different types of home. In the

county, 50% were supported by private

means, ranging from 37% in private nurs-

ing homes to 70% in both private and vol-

untary residential homes, and 29% were

supported by income support without top-

ping up, ranging from 12% in private resi-

dential homes to 42% in private nursing

homes. In the metropolitan district, 26%

were supported by private means, and

51% were supported by income support

without topping up. Overall, residents

from outside the authority were slightly

more likely to be supported by private

means, principally in private residential

homes in the metropolitan district and in

private residential and nursing homes in

the county.

Policy implications

Under the new arrangements for public

funding of residents in independent

homes, the length of stay and turnover of

residents will have important financial and

administrative implications for local au-

thorities. The discrepancies between the

uncompleted and completed lengths of

stay for some types of home indicate that

local authorities should not rely on using

uncompleted lengths of stay, although for

private residential homes the two figures

were very similar. Underestimates of

length of stay, and corresponding overesti-

mates of turnover would lead to problems

of finding sufficient places, probably re-

sulting in increased fees charged by pro-

viders, and bed blocking in hospitals, while

overestimates of length of stay would lead

to of facilities and increased unit costs.

In an earlier study, reported in PSSRU Bul-

letin No. 8, levels of physical disability, in-

continence and confusion among residents

of local authority homes were found to be

intermediate to those recorded for private

residential and private nursing homes,

while antisocial behaviour was more prev-

alent in local authority homes. One possi-

ble explanation for the greater mean

length of stay for local authority homes

than for private residential homes may be

that residents with confusion have rela-

tively long lengths of stay. As local authori-

ties reduce their provider role, the profile

of resident dependency in independent

homes may change, for example by receiv-

ing more long-stay residents with confu-

sion, with consequent implications for

length of stay and turnover.

The extent to which individuals move to

independent homes in different areas de-

pends on the amount and type of provi-

sion and its attractiveness. Homes catering

for privately-funded residents tend to

have higher charges, and thus a high level

of in-migration of such residents to inde-

pendent homes will reduce the available

provision locally, and tend to drive up the

general level of charges.

In order to respond effectively to the

changes introduced in April, local authori-

ties cannot rely on using information about

overall levels of provision, but will have to

monitor length of stay, turnover and mi-

gration, and the resident characteristics re-

lated to length of stay, to create an accurate

picture of the actual availability and the re-

sponse of providers of residential and

nursing home care.
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Table 2
Source of admission and source of finance

No. Home Source of admission Source of finance
of address

homes in Hospital Owner occ. Private IS with IS without
authority alone topping up topping up

(%) (%) (%) (%) (%) (%)

Local authority homes 56 98 24 14 – – –

Private residential homes 103 82 30 26 39 22 34

Voluntary residential homes 22 81 10 21 36 24 36

Private nursing homes 85 79 52 11 28 15 52

Voluntary nursing homes 7 86 57 14 32 25 40

Private dual registered homes 6 79 46 17 41 15 42

Voluntary dual registered homes1 2 25 0 24 43 0 3

Note:

1 Source of finance not known for 55% of residents.



The London Costs Problem
Andrew Bebbington and Aidan Kelly

The high cost of local authority services in

London is a long-standing issue in the allo-

cation of central government grants to lo-

cal authorities. These grants attempt to

achieve both equity and efficiency. Equity

is achieved by allocating grants in propor-

tion to both the needs for services and the

local resources (council tax) available to

pay for them. Efficiency is promoted by al-

locating grant sufficient to provide the

given level of services at national average

unit costs. Some allowance is made for

variation in the cost of providing services

that result from factors beyond the control

of the authorities. For example, the London

Labour Cost Index (LCI) is used in Stan-

dard Spending Assessments (SSA) to allow

for higher labour costs in London. This in-

dex is computed from the average hourly

wage rates in all sectors of employment,

private and public, using the New Earn-

ings Survey. From a 15 per cent differential

in the mid 1980s, the LCI for Inner London

now stands at 26 per cent.

Expenditure on personal social services

has risen 3.5 per cent per annum over the

decade from 1979 to 1989, but this has been

absorbed entirely by higher unit costs, re-

sulting in a decline of 1.4 per cent per year

in the total volume of services produced

(Bebbington and Kelly, 1992). Given this

importance of unit costs in PSS trends, it is

not surprising that London has been ad-

versely affected. Figure 1 clearly indicates

that Inner London SSDs have higher unit

costs and higher unit cost inflation. Social

services unit costs in Inner London have al-

ways exceeded the cost adjustment made

in allocating grants: the gap actually wid-

ened from 34 to 57 per cent higher over the

1980s. The question is whether London

SSDs should be fully compensated for

these higher unit costs, when it has been

argued that they result from avoidable fac-

tors such as poor management arrange-

ments (Audit Commission, 1987). The

London Costs project aims to throw light

on this question.

Findings

n Of the 57 per cent higher unit costs differ-
ential in the volume-weighted average
unit cost across the ten main services, 35
per cent is due to higher staff unit costs
and 16 per cent to productivity, taken as
the volume of service units per member
of staff (Bebbington and Kelly, 1991a).

n A range of research studies report higher
vacancy and turnover rates, skills short-

ages and greater difficulty finding suit-
able staff. These may be taken as
indicators of the degree of labour market
pressure experienced by London SSDs
(Bebbington and Kelly, 1991b).

n The wage differential between Inner
London and the rest of England for local
authority social services staff is higher
than for teachers or nurses. The highest
differential occurs for local authority ju-
nior administration and clerical staff
(Bebbington with Kelly, 1993).

n The survey of local authorities indicates
that social work staff in London are no
younger or less experienced than else-
where. The high costs of staff in London
are due to London weighting, appoint-
ments further up scales (social work-
ers), to a shorter working week, and to a
range of bonuses and incentive pay-
ments (residential workers), many of
which are now being scaled down.
Turnover has greatly reduced during
the recession (Bebbington with Kelly,
1993).

n A survey of personnel in four authori-

ties indicates that labour costs per em-

ployee hour for Inner London in 1990/1

are 26 per cent higher than the rest of

England, very close to the London La-

bour Cost Allowance (Bebbington with
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Kelly, 1993).

Several other orthodox explanations of high
costs in London were not substantiated. Oc-
cupancy rates of facilities are no longer
much worse in London, nor do authorities
use inefficient means of care. There is little
systematic evidence that clients’ character-
istics are cost-raising except in the case of
children from ethnic minorities in care
(Bebbington and Kelly, 1991a).
n High unit costs are not associated with

party control, but costs are slightly
lower in those authorities that are polit-
ically stable. Unit costs seem to have
risen least in those authorities which
have had a declining local revenue
base, particularly metropolitan districts
in the north east of the country
(Bebbington and Kelly, 1992).

n The ‘gap’ between Inner London and

the rest of England has closed since 1989,

but the Outer London differential is now

higher than the Inner London one. By

1990/91, average staff costs had become

higher in Outer London than Inner Lon-

don ( with Kelly, 1993).

Implications for Standard

Spending Assessments

The current level of the London Labour

Cost Index used in SSAs now appears to be

equal to the average higher cost of labour

for personal social services in Inner Lon-

don. However, the LCI excludes non-staff

costs, and these are also higher in London,

probably because non-staff expenditure

mostly goes on labour-intensive provision

such as contracted-out services.

Unit costs are influenced by central gov-

ernment grant allocation policies and

rate-limitation decisions, as well as labour

market conditions. Expenditure restraints

in London authorities, combined with the

onset of recession, appear to have created

an opportunity for many social services

managements to erode restrictive prac-

tices, make efficiency savings and thus

contain unit costs. Case study evidence

suggests that the methodological distinc-

tion between factors within and beyond

the control of authorities is far from clear in

practice: labour market pressures are a sig-

nificant factor mediating managerial initia-

tives aimed at cost containment.

The London Implementation Group may

soon confront the heroic assumptions ap-

peared to make about the capacity of Lon-

don Social Services to respond to hospital

closures (Tomlinson, 1992). The London

Costs project suggests that cost inflation has

reduced capacity, and management pressure

has already reduced the ‘organisational

slack’ that might otherwise have been avail-

able to assist the transition.
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Five Years On: Supporting People with Learning Disabilities
Martin Knapp

Long-term care in hospital for people with

learning disabilities will soon be a thing of

the past. Care in community settings is

generally seen to be more appropriate. A

study by Paul Cambridge, Lesley Hayes,

Martin Knapp and Eriko Gould, supported

by the Joseph Rowntree Foundation,

looked at the lives of 215 people who left

long-stay hospital five years earlier.

At the time they left hospital,

three-quarters of the sample were aged un-

der 50, half had been in hospital for more

than 21 years, and half were rated by hos-

pital staff as profoundly or severely dis-

abled. At that time, most could not bathe or

dress without assistance, and very few

could shop alone, manage their financial

affairs or use public transport.

One year in the community

Everyone moved to well-supported,

planned accommodation, generally of

better quality than in hospital. After a year,

people had acquired many new self-care

skills, but there was some exacerbation of

mild behavioural problems. They had

more choice about daily activities, and

made extensive use of ordinary commu-

nity facilities, though integration remained

a commonly unmet aim. Users expressed

greater satisfaction about their social net-

works. Community care was more costly

than hospital, but greater expenditure

brought better user outcomes. (Full details

in Martin Knapp et al., Care in the Commu-

nity: Challenge and Demonstration, see page

22.)

Five years on

Four years later — and five years since they

left hospital — we asked these people to par-

ticipate in a follow-up evaluation. Our find-

ings are encouraging, though challenges

remain for community care. (A full report on

the five year study will be published later in

1993.)

Service principles and accommoda-
tion — Care management, normalisation
and a commitment to user involvement
are widely adopted principles and, by the
criteria of normalisation, community ac-
commodation is better than hospital. A
third of the sample live in hostels, residen-
tial homes or hospital; one in eight live in-
dependently (and few others want to
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move to such settings); and one in four
live in unstaffed accommodation. Overall:
n ordinary lifestyles have been estab-

lished;
n privacy is generally respected;
n residents are involved in the

day-to-day running of facilities;
n routines are usually flexible;
n most people exercise choice over activi-

ties;
n staff-resident relationships are not

overly formal;
n most people have opportunities to

manage key aspects of their lives.
n However, some institutionalised prac-

tices have crept into some settings. For

example, reductions in staffing have

made it harder to maintain arrange-

ments for promoting ‘ordinary living’,

and some community accommodation

is quite remote from town centres and

other areas of social interaction.

Employment and income — Only 7 per cent

of people have jobs (paid or unpaid), most

in sheltered or supported employment. Fi-

nancial barriers discourage full-time work,

for loss of benefits jeopardises supported

accommodation. Although staff help peo-

ple to claim benefits, income is not always

adequate to provide desired standards of

care, let alone compensate for a paucity of

social contacts, employment opportunities

and personal belongings.

User outcomes — Since our interviews one

year after hospital discharge, people have

acquired new skills: managing their own

financial affairs; taking up opportunities to

use community facilities; independently

planning or organising weekly activities;

and counting and handling money. They

have made new friends (while also ex-

pressing a desire for more) and have

chosen to become more self-determining

in activities and lifestyles. They are largely

coping well with the many challenges

thrown up by these changes. They have

certainly not ‘slipped through the net’ of

community provision.

Changes were more pronounced in the

first year after leaving hospital than in the

subsequent four years. Indeed, although

good practices have been introduced, there

have also been occasional warning signs

that some community services are in diffi-

culty. (In the extreme, people in one former

project were forced to return to hospital

because of disagreement between a volun-

tary organisation and the health authority

over costs and service orientation.) We

found evidence that higher levels of ex-

penditure produced better skills attain-

ments, but the link was weak. However,

user satisfaction remains high.

Service utilisation — Many community ser-

vices are used, but gaps and unmet needs

remain. Staff reported that a fifth of the

sample have access to inappropriate edu-

cation because of segregation,

age-inappropriateness or inadequate tar-

geting, though users did not generally re-

port dissatisfaction. Staff perceptions of

day support and clubs are similar: too

much segregation, too little variety, inap-

propriate targeting (providers sometimes

underestimating users’ abilities and range

of interests), and limited potential for de-

velopment. Almost one in ten respondents

reported difficulties of access to social work

services. A third of the sample need better

support from volunteers acting as advo-

cates.

Average weekly cost is £598 (1992 prices),

the same as the cost of community care one

year after these people left hospital, but 16

per cent higher than hospital costs.

Implications

People with learning disabilities can enjoy

better lives in the community than in hospi-

tal with improvements being enjoyed in

many aspects of life. However, not everyone

is better off, and some areas of community

support need more attention. In particular,

access to employment remains a major prob-

lem, and income levels are low.

Calderdale (16)

Derby (15)

Camden (5)

Cambridge (3)

Islington (5)

Maidstone (31)
Somerset (37)

Torbay (10)

Warwick (25)

Kidderminster (11)

Liverpool (12)
Bolton (45)

Figure 1
Former long-stay hospital residents:
215 people interviewed and assessed
five years after leaving



Mapping the UK Voluntary Sector

The UK is one of twelve countries in a ma-

jor international study of the voluntary

sector. Other countries are the USA,

France, Germany, Italy, Japan, Hungary,

Brazil, Egypt, Thailand, Ghana and India.

UK research began in 1990 and is set for

completion in mid-1993. The key objectives

of the study — which was initiated by the

Institute for Policy Studies, Johns Hopkins

University, Baltimore — are set out below.

A common core definition of the voluntary

sector is being used across participating

countries. The definition is broader than

the set of registered charities when applied

in the UK. There is also a common research

framework which includes consistent in-

strumentation where this is appropriate

and required, and a common classification

of the sector’s activities. This International

Classification of Nonprofit Organisations

(ICNPO) has been specially developed by

the Baltimore team in consultation with

participating countries, and identifies

eleven major groups and 24 activity sub-

groups. It has been specially designed to

link in with existing national and interna-

tional Standard Industrial Classifications,

but at the same time has been refined to

capture and appropriately differentiate the

full contribution of different types of vol-

untary body. The eleven major groups or

‘industries’ are: Culture and Arts; Educa-

tion and Research; Health; Social Services;

Environment; Development and Housing;

Civic and Advocacy Organisations; Philan-

thropic Intermediaries; International Ac-

tivities; Trade Unions, Business and

Professional Associations; and Not Else-

where Classified.

The statistical mapping of

the sector

The project’s description of the sector’s

profile in terms of major statistical indica-

tors — including sources of income, scale

of expenditures, paid employment and

volunteer involvement for each of the

ICNPO subgroups — is at the heart of the

project. A full picture of the sector has been

sought by a combination of maximum ex-

ploitation of extant government, inde-

pendent and umbrella body data holdings,

often including secondary analyses, with

new targeted surveys of ‘industries’ and lo-

calities. Targeted ‘top down’ surveys have

fed into the mappings of Social Services

and Environment, for example, while at

the local level we have drawn on our own

original mappings of the sector in Canter-

bury and Thanet, Liverpool and (in collab-

oration with the National Institute for

Social Work) Camden. Survey data on the

sector in Staffordshire (conducted by its

Training and Enterprise Council), together

with a number of other locality studies,

have also been utilised.

This two-pronged mapping strategy al-

lows us to capture the full variety of the

sector’s activities, ranging from prominent

multi-million pound charities such as Bar-

nardo’s and the Salvation Army to small

self-help community groups often relying

entirely on volunteers, such as stroke clubs

and HIV/AIDS support groups. The ac-

companiment of these data with focused,

theoretically-informed policy analyses in

collaboration with the National Council for

Voluntary Organisations, backed up by

over 30 interviews with key players in na-

tional and local government, religious or-

ganisations, trade unions and the sector

itself, will provide a unique snapshot of the

nature of the sector in the early 1990s, and

an account of its recent development.

Prospects

A major re-appraisal of the role of the state

is now under way in much of the world. In

the UK this has been prompted by a num-

ber of factors, including dissatisfaction

with the cost and effectiveness of exclusive

reliance on government to solve the social

and developmental challenges of our time,

recognition of the added value inherent in

pluralism, and a general desire to mobilise

private action for public purposes. The vol-

untary sector is increasingly being called

upon to complement and substitute for

government action in contexts where in-

formal action and commercial enterprise

have been found to be or are believed to be

inadequate, inappropriate, or inefficient.

The problem is that these expectations for

enhanced roles for the voluntary sector

have not been informed by a clear under-

standing of what the voluntary sector is or

how it operates and is financed. This pro-

ject will go a considerable way towards re-

solving this difficulty and, for the first time,

it will allow systematic comparison be-

tween countries.

Contact: Jeremy Kendall (ext. 7637) or Mar-

tin Knapp (7552)
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Box 1
Johns Hopkins comparative nonprofit sector project
Research objectives

n to describe the size, scope, internal structure, finances, and legal position of the
voluntary sector in each country;

n to gain a clearer understanding of the evolving role of this set of institutions in
different cultures;

n to examine the relations between the voluntary sector and other institutions,
including government and business;

n to provide a systematic basis for comparing the experience of voluntary
organisations in different parts of the world;

n to improve awareness of this sector on the part of public and private leaders
and the general public; and

n to provide a sounder basis for evaluating policies which concern the voluntary
sector.

RESEARCH UPDATE



Lewisham Care Management
Scheme: Staff Activity

This research is based in two innovative

community mental health teams for older

adults. They provide an open access ser-

vice which is community focused, offering

assessment, treatment and support ser-

vices for older adults living at home. Most

of the multidisciplinary team (including

psychiatrists, social workers, occupational

therapists, psychiatric nurses and psychol-

ogists) offer a specialist service and also act

as key workers for clients referred to and

assessed by the service.

The Team also offers support and training

to other community services such as resi-

dential homes, and runs and assists com-

munity-based therapy groups. In addition,

some Team members play specialist roles in

other parts of the mental health service

such as hospital wards. The service has re-

cently been further adapted by the addi-

tion of two specialist social work ‘case

managers’ providing long term support to

some elderly people with dementia.

This new service model raises a number of

interesting questions. One of these con-

cerns the way in which staff members in a

community setting deploy their time. It is

of importance both for practice and for

purchasers and providers of health and so-

cial care to understand the costing of staff

time and input to clients. This is difficult

given the novel service, diverse roles of

staff and non-institution-based services

provided.

As part of a larger evaluation, this study ex-

amines how, over a two week period, time

is spent by all members of the Team using a

self completed and pre-coded Activity Re-

cord.

Aims:
n to describe the style of working of per-

sonnel in this innovative service;
n to look at the differences between the

style of work of disciplines in the Team,
including those members with a
full-time Team commitment and those
with other specialist roles in the rest of
the service;

n to contrast this with the style of work of
new specialist social work case manag-
ers. This should permit the distinction
between ‘key worker’ /short-term as-

sessment models of support and
long-term specialist ‘case management’
styles to be more clearly characterised;

n to look at the factors influencing style of
work of team members;

n to examine the implications of this for

the costing of community mental

health professionals’ time.

Contact: Richard von Abendorff (ext. 3624),
David Challis (7587) or Ann Netten (3644).

CPNs as Case Managers

Funded by South East Thames Regional

Health Authority, this collaborative study

looked at reorganisation of the Commu-

nity Psychiatric Nurse (CPN) service in

Greenwich, with individual staff acting as

case managers and client advocates. These

new Community Support Team (CST) ar-

rangements were compared with stan-

dard, ‘generic’ CPN services. Each person

included in the randomised controlled

study had a diagnosis of psychotic disorder

(schizophrenia or affective psychosis) ex-

cluding organic disorders; a duration of ill-

ness of more than three years; more than

two hospital admissions during the previ-

ous three years; and was aged 18-64. Ev-

eryone had been referred to the specialist

psychiatric services by consultant psychia-

trists or ward teams at the point of dis-

charge from hospital (usually after short

stays) or during community residence at

the point at which CPN support was con-

sidered necessary.

Matt Muijen (Research and Development

in Psychiatry) and Geraldine Strathdee (In-

stitute of Psychiatry) led the evaluation of

social and clinical outcomes. They found

marked differences between the CST and

generic CPN services in terms of the num-

ber and type of contacts, but no differences

in numbers of admissions, length of stay,

social functioning, psychopathology or us-

ers’ and relatives’ satisfaction.

The PSSRU looked at service utilisation

and cost, collecting comprehensive data on

all services used in the three months before

referral and during three consecutive treat-

ment periods of six months. We found that

care package costs for those people sup-

ported by the ‘generic’ team were £109 per

week higher than for those supported by

the new Community Support Team

(1992-93 prices). However, the difference

was only significant in the first six month

treatment period. In the longer term, cost

differences were not significant. Not sur-

prisingly, the CPN input was significantly

greater and more costly for the CST group,

and CPNs worked on a wider range of

tasks. The ability of these case managers to

target services on client needs reduced reli-

ance on specialist accommodation, substi-

tuting more appropriate and less costly

alternatives.

Full details can be found in McCrone, P.,

Beecham, J. and Knapp, M. (1993) Commu-

nity psychiatric nurses on a Community

Support Team: a cost evaluation of the

Greenwich innovation, DP 794/3, PSSRU.

Contact: Martin Knapp (ext. 7552) or Jeni
Beecham (3792)

Lewisham Care Management
Scheme: Long-Term Outcomes

This study is based on two innovative com-

munity mental health teams for older

adults covering different geographic areas

within the same health and social service

district. Each multidisciplinary team offers

a home-based assessment, treatment and

support service using the skills of the

group of professionals, focusing on the

needs of both clients and carers. It is de-

signed to increase the quality of assess-

ment and treatment in the community,

preventing unnecessary admission and

enabling high quality hospital discharge

and follow up in the community.

Although the population eligible for the

service as a whole has been well delineated

and the characteristics of clients of the ser-

vice, such as diagnosis and referral source

identified (using the Team’s own data

base), little has been done to look at the

pattern of the Team’s involvement with cli-

ents and the long-term outcome of the

population supported. An innovative de-

velopment has been the addition to the

Team of two specialist social work ‘case

managers’ to support in the long term peo-

ple with dementia assessed by the Team as

needing extra support.

The study is designed to provide a picture

of a cross-section of the caseload of such a

team and the outcome of their intervention

following up cases over eighteen months.
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Aims:
n to describe the characteristics of a co-

hort of clients receiving the Team’s ser-
vice by diagnosis, previous team
referral history and demographic fac-
tors providing a picture of prevalence;

n to describe the referral pattern of clients
to the service and their throughput over
the eighteen month period;

n to examine the outcome of the service
on clients after eighteen months in
terms of patterns of survival and place-
ment;

n to consider the range of factors influ-
encing the pattern of the services’ in-
volvement with clients, including
demographic factors, diagnosis and
previous team referral history;

n to contrast this pattern of team case-

load and outcome with the special

caseload taken on by the case manag-

ers.

Contact: Pamela Brown (ext. 3689), Richard
von Abendorff (3624) or David Challis (7587)

Domiciliary Care
in England and France

During the last decade, the PSSRU has
hosted visits several times a year from
groups of personnel working for various
French agencies in the field of health and
social care of the elderly. The visitors have
had talks here, and have used the PSSRU
as a base from which to visit field sites.
They come here particularly because of
their interest in PSSRU arguments and ex-
periments on care managed community
care. The awareness in France of this work
has led to PSSRU members contributing
to studies on care of the frail elderly un-
dertaken by French and Belgian govern-
ment agencies. This project developed as
a result of the visits. The project’s objec-
tives are:
n to describe quantities of services in

French home care (there are similar
data already available on community
services in England) and

n to look at how this changes through

time for cohorts of new recipients of

domiciliary services in three sites in

France over two years.

The French results will be compared with

data for twelve areas in England and Wales

collected for Resources Needs and Outcomes

(Davies et al., 1990) and in the new study

with a similar design, described elsewhere

in this issue (see: Equity, Effectiveness and Ef-

ficiency, page 24). The three French sites are

in a semi-rural département in Normandy,

where the social services is the relevant

agency; in a Paris suburb, where a team for

the coordination of services for the elderly

is involved; and in an area in the Nord-Pas

de Calais region.

There has been much comment in French

government reports on the PSSRU care

management models, particularly the

(‘Kent’) Community Care Project. The

Fondation de France hopes that the project

will contribute to the understanding of

French domiciliary care systems in a way

which will help to develop some care man-

agement experiments. It is hoped that this

would be done in collaboration with the

PSSRU.

Contact: Bleddyn Davies (ext. 7634) or Robin
Saunders (3873)

Comparative Community
Care Programme

One set of general questions has been ad-

dressed by evaluations of each of the

PSSRU community care projects: for

whom (if anyone) has care-managed com-

munity care proved beneficial; in what

way; to what degree; at what costs to

whom; why; and how can the best features

be used in current development of com-

munity care? The main unit of analysis in

these evaluations is the case. The concern

addressed has been whether there is evi-

dence for investing in care-managed com-

munity care.

The objective of this project is to focus on

what is relevant now that care-managed

community care has become a cornerstone

of British policy. It will do so by tackling

questions for which the main unit of analy-

sis is the project itself, or a group within

each project. This requires the simulta-

neous comparison of data from all the pro-

jects. Examples are: to what degree were

targeting and outcome differences due to

differences in the need-related circum-

stances of local populations and the poli-

cies and practices of local service

providers; how did the interaction be-

tween the case managers and health ser-

vice personnel affect outcomes; what

opportunities and constraints on the de-

velopment of care-managed community

care were set by local policy cultures; in

what ways did the practice of care manage-

ment differ for subgroups of the targeted

persons between ; and what are the impli-

cations for matching care management ar-

rangements to client needs in a triaged

system with varying care management ar-

rangements for persons in different cir-

cumstances?

The PSSRU has also acquired data for

programmes and projects which embody

some but not all of the features of the

PSSRU models. The programme will col-

lect data for other programmes from this

country and abroad. It will analyse the evi-

dence around similar questions. The main

publication so far is the study of the

Sheppey and Tonbridge programmes, Bud-

get-Devolved Care Management in Routine

Programmes: Outcomes of Two Experimental

Evaluations, to be published in the PSSRU

series later in 1993.

Contact: Bleddyn Davies (ext. 7634) or David
Challis (7587)
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Community Care in

Action: the role of costs

A day conference organised by the

PSSRU on the importance of good qual-

ity cost information was held in London

on 17 May 1993. The day was intro-

duced by Clive Smee, chief economic

advisor to the Department of Health,

and brought together the perspectives

of research (Martin Knapp and Ken

Wright), health authorities (Chris

Gostick and Mary Richardson), the Sup-

port Force (David Claridge) and the Au-

dit Commission (David Browning).

Jenny Bernard of Birmingham Social

Services chaired the conference, which

was attended by over 150 people from

local and health authorities, the volun-

tary and private sectors, the Depart-

ment of Health and academic

organisations. A report of the proceed-

ings will be available shortly from the

PSSRU.
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PSSRU Books and Monographs

OLD PEOPLE’S HOMES AND THE
PRODUCTION OF WELFARE
Bleddyn Davies and Martin Knapp

Routledge & Kegan Paul, London, 1981
(hbk, pp. ix + 256). ISBN 0 700 0700 0
Available from the PSSRU at £2.95

THE ECONOMICS OF SOCIAL CARE
Martin Knapp

Macmillan, London, 1984, £40.00
(hbk, pp. xiv + 251). ISBN 0 333 289 58 2.

MATCHING RESOURCES TO NEEDS
IN COMMUNITY CARE

An evaluated demonstration of a
long-term care model

Bleddyn Davies and David Challis
Ashgate, Aldershot, 1986, £47.50
(hbk, pp. xxxii + 658). ISBN 1 85742 113
2

CASE MANAGEMENT IN
COMMUNITY CARE

An evaluated experiment in the home
care of the elderly

David Challis and Bleddyn Davies
Ashgate, Aldershot, 1986, £32.50 (hbk, pp.
xvi + 289); £9.95 (pbk)
ISBN 0 566 05287 3 (hbk)
ISBN 0 566 05816 2 (pbk)

EFFICIENCY-IMPROVING
INNOVATIONS IN SOCIAL CARE OF
THE ELDERLY
Ewan Ferlie, David Challis
and Bleddyn Davies

Ashgate, Aldershot, 1989, £30.00 (hbk, pp.
xii + 212). ISBN 0 566 07049 9. A
supplementary volume of tables (pbk, pp.
iv + 202) is available from the PSSRU at
£5.50

HELPERS IN CASE-MANAGED
COMMUNITY CARE

A study of the motivations, rewards and
management of helpers in the Thanet
Community Care Project

Hazel Qureshi, David Challis
and Bleddyn Davies

Ashgate, Aldershot, 1989, £25.00 (hbk,
pp. v + 242), ISBN 0 566 056809 X

(The four preceeding books, in hardback, plus
the Darlington monograph, are available at
the special price of £115 for the set from Anne
Walker at the PSSRU.)

THE PRODUCTION OF WELFARE
APPROACH: EVIDENCE AND
ARGUMENT FROM THE PSSRU
Edited by Bleddyn Davies
and Martin Knapp

Supplement to Volume 18 of The British
Journal of Social Work, 1988, (pbk,
pp. iv + 187)
Available from the PSSRU at £4.95

CARE IN THE COMMUNITY: THE
FIRST STEPS
Judy Renshaw, Roger Hampson,
Corinne Thomason, Robin Darton,
Ken Judge and Martin Knapp

Ashgate, Aldershot, 1988, £25.00 (hbk,
pp. x + 201)
ISBN 0 566 05737 9

AIDS: THE LOCAL AUTHORITY
RESPONSE
Andrew Bebbington and Pat Warren

PSSRU, Canterbury, 1988 (pbk,
pp. xii + 85). Available from the PSSRU at
£6.50. ISBN 0 904 93802 6

THE DARLINGTON COMMUNITY
CARE PROJECT: SUPPORTING FRAIL
ELDERLY PEOPLE AT HOME
David Challis, Robin Darton,
Lynne Johnson, Malcolm Stone,
Karen Traske and Barbara Wall

PSSRU, Canterbury, 1989 (pbk,
pp. vi + 66). Available from the PSSRU
at £3.50, or £3.00 per copy for orders of
ten or more. ISBN 0 904938 04 2

CASE MANAGEMENT IN SOCIAL AND
HEALTH CARE: THE GATESHEAD
COMMUNITY CARE SCHEME
David Challis, Rosemary Chessum,
John Chesterman, Rosemary Luckett
and Karen Traske

PSSRU, Canterbury, 1990 (pbk,
pp. vi + 96). Available from the PSSRU
at £4.50. ISBN 0 904 93 806 9

RESOURCES, NEEDS AND OUTCOMES
IN COMMUNITY-BASED CARE

A comparative study of the production of
welfare for elderly people in ten local
authorities in England and Wales

Bleddyn Davies, Andrew Bebbington and
Helen Charnley, with Barry Baines,
Ewan Ferlie, Michael Hughes
and Julia Twigg

Ashgate, Aldershot, 1990, £37.50 (hbk,
pp. xix + 493). ISBN 1 85628 130 2

PRIVATE AND VOLUNTARY
RESIDENTIAL AND NURSING HOMES
IN CANTERBURY AND THANET

Report of a survey for Canterbury and
Thanet Health Authority and Kent
County Council Social Services
Department

Robin Darton
PSSRU, Canterbury, 1990 (pbk,
pp. viii + 36). Available from the PSSRU,
at £3.00. ISBN 0 904938 07 7

CARE IN THE COMMUNITY:
CHALLENGE AND DEMONSTRATION
Martin Knapp, Paul Cambridge,
Corinne Thomason, Jeni Beecham,
Caroline Allen and Robin Darton

Ashgate, Aldershot, £30.00 (hbk,
pp. vi + 378); £14.95 (pbk)
ISBN 1 85742 071 3 (hbk)
ISBN 1 85742 069 1 (pbk)

COSTING COMMUNITY CARE:
THEORY AND PRACTICE
Ann Netten and Jeni Beecham (eds)

Ashgate, Aldershot, 1993, £32.00 (hbk, pp.
xii + 214); £14.95 (pbk). ISBN 1 85742 098
5 (hbk); ISBN 1 85742 102 7 (pbk)

A POSITIVE ENVIRONMENT
Physical and social influences on people
with senile dementia in residential care

Ann Netten
Ashgate, Aldershot, 1993, £28.00 (hbk, pp.
viii + 126); £12.95 (pbk)
ISBN 1 85742 107 8 (hbk)
ISBN 1 85742 112 4 (pbk)

CARE MANAGEMENT, EQUITY AND
EFFICIENCY: THE INTERNATIONAL
EXPERIENCE
Bleddyn Davies

PSSRU, Canterbury, 1993 (pbk, pp. xiv +
169). Available from the PSSRU at
£9.50. ISBN 0 904938 28 X

UNIT COSTS OF COMMUNITY CARE
1992/93
compiled by Ann Netten and Steve Smart

PSSRU, Canterbury, 1993 (pbk, pp. 62).
Available from the PSSRU at £7.50
ISSN 0969-4226, ISBN 0 904938 36 0

FORTHCOMING

PRIVATE AND VOLUNTARY
RESIDENTIAL AND NURSING HOMES:
A report of a survey by the PSSRU and
the CHE
Robin Darton, Eileen Sutcliffe and
Ken Wright

SOCIAL CARE IN A MIXED ECONOMY
Gerald Wistow, Martin Knapp, Brian Hardy
and Caroline Allen

Open University Press, forthcoming 1993

BUDGET-DEVOLVED CARE
MANAGEMENT IN ROUTINE
PROGRAMMES: Outcomes of two
experimental evaluations
Bleddyn Davies and John Chesterman

Ashgate, Aldershot, forthcoming 1993

CASE MANAGEMENT IN GERIATRIC
CARE: The Darlington Community Care
Project
David Challis, Robin Darton,
Lynne Johnson, Malcolm Stone and
Karen Traske

Ashgate, Aldershot, forthcoming 1993

CASE MANAGEMENT IN SOCIAL AND
PRIMARY HEALTH CARE: The
Gateshead Community Care Scheme
David Challis, Rosemary Chessum,
John Chesterman, Rosemary Luckett and
Karen Traske

Ashgate, Aldershot, forthcoming 1994

THE COSTS OF MENTAL HEALTH
SERVICES
edited by Martin Knapp

Ashgate, Aldershot, forthcoming 1994

COMMUNITY CARE IN THE UK AND
OVERSEAS: New Agenda and
Challenges

Papers from the 21st anniversary
conference of the British Society of
Gerontology

edited by David Challis, Bleddyn Davies
and Karen Traske

Ashgate, Aldershot, forthcoming 1994

COMMUNITY SERVICES AND THE
SOCIAL PRODUCTION OF WELFARE
PSSRU MSCEP group

These publications are available through
bookshops, or direct (post free) from the
PSSRU. Cheques for orders from the PSSRU
should be made payable to ‘UNIKENT’.
There is an order form opposite.
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Order Form — PSSRU Publications
To: Anne Walker, PSSRU, Cornwallis Building, The University, Canterbury, Kent, CT2 7NF
Telephone: 0227 764000 ext. 7672. Fax: 0227 764327

Please send me the following publications:

Title
Copies

required

Price per
copy

£
Cost

£

Please make cheques payable to ‘UNIKENT’. Cheques with orders under £10 would be appreciated.
Orders from outside the UK should be in Pounds Sterling. There is no extra charge for post & packing.

Order
total

Please tick if you would like a list of publicly available discussion papers

Name ______________________________________________________________________________________________

Address ____________________________________________________________________________________________

___________________________________________________________________________________________________

______________________________________________________________Postcode _____________________________

Date:

The PSSRU
Director and Professor of Social
Policy
Bleddyn Davies

Deputy Director and Professor of the
Economics of Social Care
Martin Knapp

Assistant Directors
Andrew Bebbington
David Challis (Reader in Social Work
and Social Care)

Senior Research Fellow
Aidan Kelly

Research Fellows
Jeni Beecham
John Chesterman
Robin Darton
Jeremy Kendall
Ann Netten
Justine Schneider
Alan Stewart
Pat Warren
Richard von Abendorff

Research Officers
Barry Baines
Robyn Lawson
Charlotte Salter
Karen Traske

Research Associates
Pamela Brown
Julien Forder
Scott Gilchrist
Angela Hallam
Denise McKell
Shane Kavanagh
Vivien Koutsogeorgopoulou
Wendy Rickard
Phil Shore

Research Assistants
Michelle Asbury
David Peters
Jason Pinner
Anita Whitley

SERC Student
Stephen Almond

Senior Computing Officer
Andrew Fenyo

Executive Officer
Anne Walker

Information Assistants
Nick Brawn
Jane Dennett

Librarian
Lesley Banks

Secretary to the Director
Pat O’Donovan

Secretary to the Deputy Director
Maureen Weir

Secretaries
Lesley Banks
Janet Eade
Glenys Harrison
Audrey Walker

Honorary Research Fellows
Perri 6
Robin Saunders
Susan Saxon-Harrold
Stephen Smart
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Current PSSRU Research Programmes

Services for Elderly
People

This work has two
complementary streams: projects
whose focus is care-managed
community care and projects
whose focus is targeting and the
production of welfare in general,
including other innovations.

Programme managers: Bleddyn
Davies and David Challis.

Care Management
Projects

Instigating and evaluating
experimental and developmental
projects.

Gateshead Community Care
Scheme

An evaluation of a social services
scheme to delay or prevent
admission to institutional care
using social workers as care
managers with devolved budgets.
Some results published.
Monograph available and book
forthcoming.
David Challis (7587)
John Chesterman (3757)

Gateshead Health and Social
Care Scheme

Evaluations of social services and
a joint care management service
for frail elderly people based in a
primary care setting centred on
social workers as case managers
and a multidisciplinary team.
Some results published.
Monograph available and book
forthcoming.
David Challis (7587)
John Chesterman (3757)
Karen Traske (3689)

Kent Home Care Research:
Development in Pilot Areas

A study of the introduction and
implementation of an extended
care management service to
support frail older people in the
community.
Analysis underway.
David Challis (7587)
Pamela Brown (3689).

Lewisham Care Management
Scheme
An evaluation of a care
management service for elderly
people suffering from dementia
based in a multidisciplinary
community mental health team.
Ongoing.
David Challis (7587)
Richard von Abendorff (3624)
Pamela Brown (3689)

Darlington Community Care
Project
An evaluation of a scheme to
discharge elderly patients from
long-stay hospital care to their
own homes with support from
care managers and multi-purpose
care workers.
Monograph available. Book
forthcoming.
David Challis (7587)
Robin Darton (7643)
Karen Traske (3689)

New Models of Care
Management: Monitoring and
Evaluation
Description and general analysis
of patterns of variation in care
management and assessment
arrangements being developed in
pilot projects and more generally.
Examples to be more
systematically evaluated.
To commence 1993.
David Challis (7587)

Sheppey and Tonbridge
Community Care Programmes
An evaluation of two routine
programmes based on the Thanet
(‘Kent’) Community Care project,
using social workers as case
managers.
Book forthcoming 1993.
Bleddyn Davies (7634)
John Chesterman (3757)

Care Management:
International Argument and
Evidence
A review of care management
arrangements in community and
long-term care in various
countries, showing how they
reflect system contexts and client
needs, and describing leading
programmes and evaluation
evidence about their impact on
equity and efficiency.
Monograph published; papers
also available. Material being
collected for second edition.
Bleddyn Davies (7634)

Comparative Community Care
Project
Developing argument about what
arrangements for case-managed
community care fit what client
and carer circumstances and local
contexts. Based on analyses of
PSSRU community care projects
and other data bases from UK
and elsewhere.
Ongoing.
David Challis (7587)
Bleddyn Davies (7634)

Targeting and the
Production of Welfare in
Community and
Residential Care
Monitoring and evaluating
standard and innovatory
mainstream provision.

Changes in the Community
Care of Elderly People 1985-95
(CCEP)
Major collection of data on needs,
resources and outcomes in the
same areas as the Domiciliary
Care Project (1984-90) to show
effects of changes in community
care policies and other factors.
Associated with other projects:
Unit Costs, Methodology of
Needs-Based Planning, and
Targeting Comunity Care in
England and France.
Main statistical data collection
about cohort of new recipients to
be made after 1993.
Bleddyn Davies (7634)

Monitoring the Social Care of
Elderly People (MSCEP)
Papers being produced on the
local development of community
care. Continuous monitoring of
development in four of the
authorities and Kent and less
detailed investigation in
remainder.
Monograph in preparation.
Bleddyn Davies (7634)
Robyn Lawson (3879)

Targeting , Needs, Resources
and the Community Care of
Elderly People
Secondary analyses to illuminate
targeting dilemmas.
Papers available.
Bleddyn Davies (7634)
Barry Baines (3653)

Community Social Services
and the Social Production of
Welfare
Applying the characteristic
framework and techniques of the
‘social production of welfare’
approach to data from the
Domiciliary Care Project
(1984-90) to develop argument
focused on dependants and
others in primary social
networks. In particular the
argument is about the provision
of social services in the mixed
economy of care. Linked with
MSCEP.
Ongoing. Papers published and
book, Community Services and the
Social Production of Welfare, in
draft.
Ann Netten (3644)
Bleddyn Davies (7634)

Targeting Community Care in
England and France
Comparison of who gets what
quantities of services in three
areas of France with data
collected for Resources, Needs and
Outcomes, and Changes in
Community Care of Elderly
People.
Bleddyn Davies (7634)
Robin Saunders (3874)

Charges, Resident and Facility
Characteristics of Residential
Care and Nursing Homes
A study in seventeen authorities.
Report and papers available.
Robin Darton (7643)
Ken Wright (CHE, York)

Length of Stay and Financing
of Shelter-with-Care
Preliminary study of length of
stay, means of financing and
source of admission in 1992.
Follow-up study of cohorts of
admissions to shelter-with-care
after 1993. Predicting admissions
post-1993. Linked with CCEP.
See article in this Bulletin.
Robin Darton (7643)

Methodology of Needs-Based
Planning
Work with selected local
authorities, evaluating the
methodological basis of
needs-based planning for elderly
people. Linked with CCEP.
Beginning in 1993.
Andrew Bebbington (7525)
Bleddyn Davies (7634)

These two pages give brief descriptions of current Unit work categorised by programme — a series of related studies — and individ-

ual projects. Listed are: ■ project title ■ description ■ stage of work in June 1993 ■ PSSRU members currently working on the project

(with telephone extension numbers in brackets).

For general information please contact Anne Walker at the Unit: 0227 764000, ext. 7672.
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Unit Costs of
Community Care

Drawing on ongoing and past
research to produce an annual
report on the unit costs of a wide
range of services. Research
includes analysing the costs of
social work time and child care
services.
Linked with work at CHE and
NISW and the PSSRU Lewisham
and Targeting & the POW
projects.
Ongoing. First report available.
Ann Netten (3644)
Jeni Beecham (3792)
also Martin Knapp (7552),
Andrew Bebbington (7525),
Raphael Wittenberg (DH),
Ken Wright (CHE, York) and
Kirsteen Smith (CHE, York)

Changing roles and functions
of social work
practitioners — costs and time
use
This new NISW study will be
evaluating the impact of
community care reforms on social
work practitioners. PSSRU
involvement focuses on the
estimation of costs and time use.
Starting July 1993.
Enid Levin (NISW)
Ann Netten (3644)
Jan Pahl (NISW)

Economics of Mental
Health Services

A programme of projects
evaluating mental health services.

Programme manager:
Martin Knapp.

NETRHA Psychiatric
Reprovision
Cost-effectiveness and associated
analyses of community care for
former long-stay psychiatric
hospital residents.
Various papers published.
Research running since 1986,
continuing to 1996.
Jeni Beecham (3792)
Andrew Fenyo (7610)
Angela Hallam (7844)
Martin Knapp (7552)

Daily Living Programme

Cost-effectiveness evaluation of
innovative community support
scheme for people entering
hospital with serious mental
health problems.

Collaborative with Institute of
Psychiatry.

Report and papers 1993.
Martin Knapp (7552)
Jeni Beecham (3792)
Vivien Koutsogeorgopoulou (7953)

Care Programme Approach

Study of the service,
organisational and expenditure
implications of the care
programme approach in mental
health services.
Report and papers 1993.
Justine Schneider (7891)
Martin Knapp (7552)
Jeni Beecham (3792)

Costs of Schizophrenia

Estimates of prevalence,
accommodation arrangements
and service utilisation by people
with schizophrenia in England.
Examination of cost implications
of various policy options.
Report 1993.
Shane Kavanagh (3877)
Martin Knapp (7552)
Jeni Beecham (3792)

Northern Ireland Care in the
Community

Evaluation of development of
community care for former
long-stay hospital residents,
including outcomes and costs.
Ongoing, running to September
1993.
Martin Knapp (7552)
Jeni Beecham (3792)
Shane Kavanagh (3877)

Long Term Care in the
Community

Outcomes and costs for people
with learning disabilities who left
hospital five years earlier.
Monograph and Rowntree
Findings to be published 1993.
Martin Knapp (7552)
Paul Cambridge (3755)

Other Research

Among other projects in this
mental health programme are:
• child psychiatry — three

economic evaluations of new
developments

• care in the community in
Scotland

• evaluation of East Lambeth
case management initiative

• respite care for families of
people with psychoses

• residential care costs and needs
• cost-effectiveness of

psychotherapy
• homelessness and mental

health problems.

The Mixed Economy

Programme manager: Martin
Knapp.

The Mixed Economy of Care
Description and evaluation of the
mixed economy of care in
England, particularly focused on
commissioning, providing and
market development. Runs to
1996.
Collaborative with the Nuffield
Institute for Health, University of
Leeds.
Martin Knapp (7552)
Julien Forder (3872)
Jeremy Kendall (7637)

Comparative Non-Profit Sector
Project

UK component of twelve-country
study of scale, scope,
characteristics of the voluntary
sector. Includes historical, legal
and policy aspects.

In collaboration with the Johns
Hopkins University, USA, to
1993.
Jeremy Kendall (7637)
Martin Knapp (7552)

Volunteer Labour Supply

Study of the factors which
encourage or discourage people
from volunteering.
In collaboration with Volunteer
Centre UK. Commenced 1993.
Martin Knapp (7552)
Vivien Koutsogeorgopoulou (7953)

Children in Care

Programme manager: Martin
Knapp

Assessment
Cost study of assessment services
for children and young people in
one London borough.
Report 1993.
Jeni Beecham (3792)

Intermediate Treatment

Cost-effectiveness study of
intermediate treatment as an
alternative to custody.

Report 1993.
Martin Knapp (7552)
Charlotte Salter (7586)

AIDS

Programme manager:
Andrew Bebbington.

Community Services for
People with AIDS
A study of the range of costs of
local authority AIDS/HIV
services, and of their
development in London.
Report and monograph
published; case study of services
in London under way.

Andrew Bebbington (7525)
Pat Warren (3756)

Landmark Study

An evaluation of services
provided through the Landmark,
a South London HIV centre.

Reporting stage.

Andrew Bebbington (7525)
Pat Warren (3756)

Needs Indicators

A programme of projects
designed to stimulate need
indicators that reflect the
implications for resources of
judgements about ends and
means in the social care of areas’
populations.

Programme manager:
Andrew Bebbington.

Unit Costs of Personal Social
Services in London

Fieldwork stage.

This research distinguishes
cost-raising factors which are
beyond the control of local
authorities from those which are
potentially avoidable.

Andrew Bebbington (7525)
Aidan Kelly (7845)

Healthy Active Life Expectancy

A joint project with the OPCS
which is producing quantitative
estimates of HALE for the UK
and examining factors that
influence it.

Running to December 1993.

Ongoing series of papers.

Andrew Bebbington (7525)

Equity and Efficiency:
Comparative Studies

The utilisation of a collection of
data about local authority needs,
provisions and spending since
1974 for studies of territorial
justice and efficiency.

Ongoing. List of papers on
request.

Andrew Bebbington (7525)
Bleddyn Davies (7634)

CURRENT PSSRU RESEARCH PROGRAMMES
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Unit Costs of Community Care 1992/93

Compiled by Ann Netten and Steve Smart. Published by the PSSRU, Canterbury, 1993.
62 pages, paperback (ISSN 0969-4226, ISBN 0 904938 36 0), £7.50

There is a growing demand for information about the costs of com-
munity care. More specifically, there is both a need for and a lack
of accurate information on the unit costs of services. Although
there has been research which has included a costing element and
research that can inform the costing process, there is a need to es-
tablish an agreed set of guidelines on what exactly constitutes, say,
the cost of providing an hour’s counselling by a social worker, or
the cost of a GP consultation.

It is anticipated that this report will be the first in a series bringing
together the most up-to-date information about national unit costs
of services. The intention is to produce a reference volume provid-
ing readers with sufficient detail for them to amend or adapt the
unit costs presented to suit their own particular purposes. Each re-
port will contain a set of cost ‘schemata’ containing specific infor-
mation about the cost of each service covered; a commentary
detailing the basis for the estimates; price indices; a reference list
of key studies; a glossary and indexes.

New Books

Costing Community Care: Theory and Practice

Edited by Ann Netten and Jennifer Beecham. Published by Ashgate, Aldershot, 1992. 214 pages, paperback (ISBN 1 85742
102 7) £14.95, hardback (ISBN 1 85742 089 5) £30.00

Valid and useful costings in social and health care depend not only
on a knowledge of costing theory but also in overcoming the prac-
tical difficulties involved. The authors of this book draw on fifteen
years of research at the Personal Social Services Research Unit to
describe both the theory and the practice of costing, and its uses.

Costing Community Care differs from other books which address the

subject by acknowledging and discussing the practical difficulties of
costing, and by examining in detail the interface between theory and
practice. Principles and methodologies are identified, and pragmatic
approaches to achieving valid data in the face of practical difficulties
are described. Examples from empirical research are used to illustrate
particular issues and four case studies are included which reflect a
variety of methodologies and policy issues.

Care Management, Equity and Efficiency: The International Experience

Bleddyn Davies
PSSRU, Canterbury, 1992, xiv + 169 pages. ISBN 0 904938 28X. Price £9.50 (paperback)

This book, the first international review of the field, draws on Professor Davies’ unique range of knowledge of care management
programmes around the world, based on visiting, studying and advising them over more than a decade. Care management is being de-
veloped and applied quickly and vigorously in countries in every continent. This book evaluates the equity and efficiency case for its de-
velopment in the light of argument, experience and research evidence on leading implementations of the concept.

The book:

n describes how care management has been a common component of responses to widespread changes in the goals of community and
long-term care policy and how it aims to help overcome the obstacles to achieving these goals

n summarises the logic which connects the well-supported performance of care management tasks to aspects of equity and efficiency, il-
lustrating the causes of the inefficiencies which it is intended to tackle

n describes variations in care management models, how models reflect the differences of their contexts, and how care management can
be adapted to fit client circumstances and the characteristics of local service systems

n reviews the evidence about the equity and efficiency effects of care management programmes
n draws conclusions about the potential of care management models and about how it can best be realised

A Positive Environment?

Physical and Social Influences on People with Senile Dementia in Residential Care

Ann Netten

Published by Ashgate, Aldershot, 1992. 126 + xii pages,
paperback (ISBN 1 85742 112 4) £12.95, hardback (ISBN 1 85742 107 8) £28.00

This book describes an investigation into the relationship between
the residential care environment and the welfare of residents with
senile dementia. Unlike many studies of residential care, the study
included aspects of both the physical and social environments and
examined how these affected residents over time.

Innovative approaches to assessing environment were used and
the book describes a model using quantitative techniques to ana-
lyse outcomes for residents. The results are set in the context of
current policy issues and provide pointers for specifying standards
for the care of residents with senile dementia. The potential for in-
novative schemes building on the results of the study is discussed,
and the concept of ‘informal care homes’ is introduced.
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FORTHCOMING 1993

Case Management in Geriatric Care: the Darlington Community Care Project

David Challis, Robin Darton, Lynne Johnson, Malcolm Stone and Karen Traske. Ashgate, Aldershot

This project was developed to provide integrated case manage-
ment across health and social care for frail elderly people who
would otherwise need long-stay institutional care. It was cited as
an exemplar of case management in the 1989 White Paper on com-
munity care. Case managers with devolved budgets, who were
members of the geriatric multidisciplinary team, were responsible
for coordinating packages of care and for deploying the work of
home care assistants. These were multi-purpose workers who as-
sisted a range of health care staff and undertook personal and do-

mestic care tasks for clients, reducing duplication of effort and
providing clients with ‘one face of care’.

The book provides a full evaluation of this service and considers
the practice of case management, its effects for clients and carers
and the costs of providing care. It also examines the subsequent
development of the service following the evaluation and considers
the implications for the development of case management in the
UK.

Researching the Voluntary Sector

Susan Saxon-Harrold (Head of Research, Charities Aid Foundation) and Jeremy Kendall (PSSRU). CAF Publications De-
partment, 48 Pembury Road, Tonbridge, Kent TN9 2JD, £45.00

An edited collection of research papers which explore themes
around charitable giving by individuals and companies and its re-
lationship to the delivery of community care, the funding pres-
sures faced by charitable trusts, and the emerging role of voluntary
organisations.

It is intended for three major audiences: researchers interested in
the voluntary sector at a local, national and international level;
centres and institutes which might explore collaborative
programmes; and members of the general public who are inter-
ested in voluntary activity and service at home and abroad.

FORTHCOMING 1993

Social Care in a Mixed Economy

Gerald Wistow*, Martin Knapp, Brian Hardy* and Caroline Allen. (* Nuffield Institute for Health, University of
Leeds) Open University Press

This book describes the mixed economy of community care in
England and analyses the efforts and activities of local authorities
to promote and develop it. It is based on national documentary
and statistical evidence and on more detailed research with 24
local authorities, and includes a case study on the transfer of
residential homes to the independent sector. The book traces:

n historical changes leading up to the development of the mixed
economy

n local interpretations of central government policy
n how authorities have in practice been developing mixed economies
n opportunities and incentives for promoting a mixed economy
n obstacles to the development of a mixed economy

Markets and Managers: New Issues in the Delivery of Welfare

Peter Taylor-Gooby and Robyn Lawson (eds.) (Professor of Social Policy at the University of Kent, and Research Officer at
the PSSRU.). Open University Press, Buckingham, 1993, 170 pages, paperback (ISBN 0 335 15789 0) £12.99, hardback
(ISBN 0 335 15790 4) £37.50.

Over the past decade, the British welfare state has undergone the
most fundamental reforms since the Second World War. Much dis-
cussion of current policy focuses on the global issues of cuts,
privatisation and the scope of the state sector. This book argues
that the organisational reforms of the 1990s are also of far-reaching
significance and will play a major role in setting the agenda for
welfare policy into the next century.

This book differs from other recent publications in its emphasis on
the changes in the organisation and delivery of services. It exam-
ines the emergence of the new managerial ideology in central and
local government, considers the similarities and differences be-
tween the UK and other European countries, reviews policy
change across a range of public services, evaluates competing ex-
planations of why the transformation has occurred, and discusses
future developments. It will be of value to a wide range of stu-
dents and welfare practitioners.

NEW BOOKS

FORTHCOMING 1993

Budget-Devolved Care Management in Routine Programmes:
Outcomes of Two Experimental Evaluations

John Chesterman, David Challis and Bleddyn Davies. Ashgate, Aldershot

The Sheppey and Tonbridge Programmes were routinely imple-
mented programmes intended to apply the Thanet model of care
managed community care, fully exposed to system pressures, not
protected projects of national interest with PSSRU support. The
book describes and discusses:

n the nature of the programmes, their contexts and histories
n outcomes for clients and carers, the costs of target outcomes,

and the costs of care management
n implications for handling concerns about the impacts of intro-

ducing care management and implementing the new policies



Targeting Dilemmas in Community
Services for Elderly People

This is based on the secondary analysis of
data collected in the Unit’s Domiciliary
Care Project of 1984-90, and other sources
like the Disability Survey. The focus is the
targeting dilemmas created by the rela-
tionship between needs, numbers and es-
timates of what impact services have on
the outcomes reported in the PSSRU book
Resources, Needs and Outcomes and the
draft book Community Services and the So-
cial Production of Welfare. A selection of pa-
pers, all of which are available from the
PSSRU, includes:
Bebbington, A. and Davies, B. (1989) Target

efficiency of the home help service in 1985,
DP619/3.

Baines, B. and Davies, B. (1991) Attitudes to
residential care and the subsequent
probability of admission: analysis of a cohort
of new recipients of community-based social
services, DP780.

Davies, B. (1991) A universal challenge: making
the best use of community-based and
residential care modes, DP778.

Davies. B. (1991) Divisions of labour and home
care in England and Wales, DP737).

Davies. B. and Baines, B. (1991) On life-time
costs and targeting, DP738.

Davies, B. (1992) New policies and old logics:
costs information and modal choice, DP820.

Davies, B. and Kheradmandnia, N. (1992) On
the sensitivity of need estimates to targeting
criteria, DP791.

Davies, B. (1991) British home and community
care: research-based critiques and the
challenge of the new policy, DP807.

HIV/AIDS services:
approaches to purchasing

Initially the people most affected by

HIV/AIDS came from groups unused to call-

ing upon the welfare system. This, together

with the uncertainties of dealing with a new

client group and the initial

deprofessionalisation of statutory care staff,

has led to people with AIDS and HIV becom-

ing the focus of — and indeed often initiat-

ing — novel approaches to care, particularly

around self-help and the development of the

voluntary sector. But, as with other service

user groups, changes in health and social

care due to the NHS and Community Care

Act 1990 have many implications for them,

particularly its emphasis on needs-led ser-

vices. In the past the needs of people with

HIV/AIDS for statutory care have mostly

been derived from service providers, with

the danger of needs being defined by service

options available.

Of particular relevance is coordination of

care, which was identified early as prob-

lematic because of considerable fluctua-

tion in needs. The progression of HIV

disease is sporadic and unpredictable, of-

ten involving periods of acute illness inter-

spersed with longer periods with minimal

health needs. It therefore seems reasonable

to assume that people with AIDS and HIV

would be ideal candidates for care man-

agement, where case level purchasing

could potentially offer a speedier response,

drawing upon a wider mix of services and

matching these more appropriately to

need. However, there are fears that previ-

ously open-access services may be limited

by contracts and that the service ‘menu’

might itself be restrictive.

In our current programme we are looking

at these issues from both ends of the pur-

chasing spectrum: one project looks at

gaining user views on their needs to in-

form macro purchasing, whereas the other

is involved in micro purchasing at case

level with an emphasis on user outcomes.

In the first project we are working with
South East London Purchasing Agency
(SELCA), which was established in 1991
by the three district health authorities of
Camberwell, West Lambeth, and Lewis-
ham & North Southwark to assess the
needs of the districts’ residents and to
manage service contracts with providers
to deliver services. It was the first consor-
tium of its kind in England, and the area it
covers has one of the highest incidences of
AIDS and HIV in the UK (Bebbington and
Warren, 1990). With SELCA we are look-
ing at two major issues:
n user views on the services they receive,

their satisfaction with HIV services and
their volume of use; and

n user views on unmet needs and how

their needs could be better met.

In the second project we are working with
two London boroughs, Hammersmith &
Fulham and Lambeth, who have imple-
mented different approaches to care man-
agement The first devolves budgets to
case level, with emphasis on service con-
tracting, while the second operates a spe-
cialist model emphasising collaborative
working, with budgets not attached to cli-
ents. These authorities are comparable in
their service structure but their ap-
proaches are distinct. Our aim is to iden-
tify the strong features of each approach
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Care in the Community:
Challenge and
Demonstration

Martin Knapp, Paul Cambridge,
Corinne Thomason, Caroline Al-
len, Jeni Beecham and Robin
Darton.

Ashgate, Aldershot, 1992, 394
pages, pbk (ISBN 1 85742 069 1)
£14.95, hbk (ISBN 1 85742 071 3)
£30.00

This book describes in full the

PSSRU’s evaluation of the Care in

the Community demonstration

programme of 28 projects.

Who moved to the community

from hospital under the

programme? Did their lives change

for the better, or for the worse, and

how? What were the costs? Did the

projects meet their objectives? How

did the projects differ, what were

the pitfalls new projects must

avoid, and how can they maximise

their chances of success? What

were the local and national back-

grounds to the programme and

what can we learn from it for the

future?

The book answers these and other

questions, in four parts:

n Introduction to the pilot
programme, the projects and the
clients; the policy contexts; the
objectives; the research method-
ology

n The process of care: financing,
accommodation and service
use, staffing, case management,
joint working

n Evaluation: outcomes for clients
and others, and costs, for each of
the client groups — people with
learning difficulties, people
with mental health problems, el-
derly people and people with
physical disabilities

n Policy and practice implications



with respect to:
n identification of people in need;
n assessment of care needs;
n planning and securing the delivery of

care;
n monitoring quality; and
n reviewing client needs.

To date health and local authorities have
enjoyed targeted Department of Health
funding to allow development of appro-
priate HIV services, but future funding
practice is less clear, particularly for local
authorities. The monitoring of quality and
efficiency in service delivery in relation to
assessed needs will rely on an understand-
ing of both bottom-up and top-down issues
and the characteristics of AIDS/HIV
which affect demands for care.

The research programme at the PSSRU will
seek to compare issues across these two
projects, although they are different stages.
The SELCA study is nearing completion;
the care management study is in an early
phase, with fieldwork about to begin.

Reference
Bebbington, A. and Warren, P. (1990) AIDS:

Facing the second wave, a survey of
community services in South London, Social
Service Research 1: 7-23.

Contact: Andrew Bebbington (ext. 7525) or
Pat Warren (3756)

Monitoring the Social Care of
Elderly People

This project has monitored the develop-
ment between 1990-93 of policy and ser-
vices for elderly people in four of the au-
thorities studied in the Domiciliary Care
Project. The main evidence is documentary
and interviews with managers and others
in area field agencies. Robyn Lawson and
Bleddyn Davies have followed the evolu-
tion of the purchaser/provider split and
mixed economy of provision in Kent since
1990, with particular reference to home
care. A first paper (DP 743) reports progress
up to April 1991 (see also Bulletin No. 8). It
discusses the implications of the approach
and suggests four issues to watch over time:
the roles of the centre and the periphery;
how the market in social care develops;
supports for the market, such as informa-
tion and payment systems; and transaction
costs. A follow-up study is under way for
completion in summer 1993.

Contact: Bleddyn Davies (ext. 7634) or Robyn
Lawson (3879)

The Social Production of Welfare:
putting theory into practice

The social production of welfare () is a de-

veloping theoretical framework primarily

for analysis the delivery of social care to el-

derly people. It is an extension of the pro-

duction of welfare approach which

underlies much of the research undertaken

in the PSSRU. It represents the basic unit of

analysis as the informal care network

which is engaged in the production of

commodities such as housework and per-

sonal care. Social service interventions are

concerned with enhancing this production

or substituting for informal care produc-

tion when disability or life events result in

more being demanded than the informal

care network can supply.

If it is to be of practical importance in ana-

lysing and formulating policy, the initial

seed of insight must be fed with practical

applications. It is in resolving and analys-

ing empirical issues that such frameworks

develop into valuable tools for research

and policy investigations.

To date SPOW has been used in: theoretical

analyses of consumption of social services;

costing and describing the role of informal

care; the supply of care — workers, infor-

mal carers and others like volunteers and

paid helpers in community care; the

Thanet experiment in case managed com-

munity care; and in drawing together the

economic implications of ageing. Current

developments in community care have

emphasised the importance of assessing

needs rather than eligibility for services.

The concept of commodities provides a

link between needs and service provision

which is being exploited in the Unit Costs

programme of work and is to be integrated

into the design of a major study of effi-

ciency and effectiveness in the delivery of

social care to elderly people (outlined on

page 24).

Selected references
Netten, A. and Davies, B., (1991) The social

production of welfare and consumption of
social services, Journal of Public Policy, 10,
331-347.

Netten, A. (1991) An economic approach to the
study of social care of elderly people: a
perspective on informal care, PSSRU DP 781.

Contact: Ann Netten (ext. 3644) or Bleddyn
Davies (7634)

New study
New Models of Care Management

In the community care changes in the UK,

as elsewhere, assessment and care man-

agement have been seen as critical to the

achievement of the goals of the new policy.

They are crucial to the point of interface

between institutional care and

home-based care, whether the setting is

hospital, nursing home or residential

home. The expectation is that effective as-

sessment and care management will

achieve, at least at the margin, a degree of

downward substitution and more appro-

priate placement and discharge of people

from institutional care. Within this context

the PSSRU has been responsible for a series

of demonstration studies in care manage-

ment in the UK and has also examined care

management systems in other countries.

The guidance provided from central gov-

ernment about assessment and care man-

agement is of a more specific kind than

much previously issued. Nonetheless, the

material permits a wide range of experi-

mentation and variation by local agencies

as they develop systems to fit their particu-

lar context. Since the precise forms and

structure of assessment and care manage-

ment are not defined, as agencies develop

systems and modify them to meet their

needs it is likely that patterns of variation

which are more or less similar will tend to

emerge. Where these are systematic and

coherent the variation could be defined as

constituting a particular form of care man-

agement. Models of care management are

likely to vary according to the client group

for whom the service is devised, the degree

of dependency of the clients who receive

this service, the formal goals of the service

and the setting within which it is located.

This new study is being undertaken to

identify the characteristics of the different

emergent models of care management and

their prevalence. Using survey informa-

tion and interviews with key actors in au-

thorities, it will attempt to map the

developments. Further work will look at

the relative benefits and costs, and patterns

of operation of these different models.

Contact: David Challis (ext. 7587)
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New study
Community Care of Elderly People:
Changes in Equity, Effectiveness

and Efficiency 1984-95

This project aims to provide rigorous de-

scriptions and explanations of who gets

what, where, and with what effects; to

compare analyses for the mid/late 90s with

those for the mid/late 80s; and to develop

argument about how to handle the dilem-

mas of community care. Funded by the De-

partment of Health, this project is seen as

partial fulfilment of its promise in Caring for

People and Policy Guidance to commission

research on the impact of the changes.

Scale, rigour, focus, long time horizons and

dissemination are the main features of the

programme. The design allows the work to

provide firm evidence about controversial

and varying phenomena. A project which

started collecting field data in late 1984 pro-

vides a large and rich data base for compar-

ison with the mid/late 90s. The focus of the

collection was a large sample of new recipi-

ents of community care services drawn

from twelve areas in England and Wales

covered by the lowest unit of social ser-

vices organisation. Interview data from el-

derly persons and their informal carers

were supplemented with material from

field personnel and managers in a wide

range of organisations. Resources and loca-

tion were tracked over three years, cover-

ing practice perceptions, organisation and

policy, innovation and change. This project

will collect comparable information in the

same areas for the mid/late 90s. We are now

starting to recruit the team of six persons in

the Unit to work full-time with part-time

contributions from others.

After each phase of the collection, we shall

describe things which have hitherto been

invisible either because field personnel,

managers and policy makers are too near

or too far away. We shall therefore provide

a continuous stream of published papers

and reports over the whole life of the pro-

ject. Those interested should write to Anita

Whitley to be put on the circulation list.

Contact: Bleddyn Davies (7634)

The Cost-Effectiveness of
Intermediate Treatment

This project, funded by the Department of

Health, looked at the cost-effectiveness of

intermediate treatment (IT) in relation to

the costs and outcomes of other sentences.

The study design produced three samples

of young people: 140 with an IT sentence,

136 sentenced to custody, and 154 given a

supervision order without an IT require-

ment.

We collected comprehensive cost and ser-

vice utilisation data, and interviewed

‘principal information holders’. We distin-

guish three time periods. The intensive pe-

riod (the effective sentence, which varies

according to the sample group), the fol-

low-on period (the twelve months after the

end of the intensive period for each sample

member), and the full period (the combined

intensive and follow-on periods).

Over 60 different services were used by

members of the IT sample during the full

period, provided and funded by many

statutory and non-statutory agencies. This

shows that an IT sentence does not simply

impose a cost on the local authority IT ser-

vice, but has implications for many other

budgets. During the intensive period, the

cost to the IT service itself averaged £133

per week (1988/89 price levels), which rep-

resents only 52 per cent of the overall cost

of £253. Residential and foster care place-

ments account for 24 per cent of overall

cost, and the police and the NHS each ac-

count for over 5 per cent. Although costs in

the follow-on period were considerably

lower than in the intensive period, they

can remain high for some people and some

services. Taking account of the full cost

ramifications of sentences, by combining

the intensive and follow-on periods, the IT

service accounts for only 49 per cent of the

total costs. Overall, we estimate that an IT

sentence can be expected to cost over

£4,000 (1988/89 prices) during the intensive

period and almost £1,000 in the year which

follows.

Further details: Knapp, M., McCrone, P.,
Drury, C. and Gould, E. (1993) Intermediate
treatment: user characteristics and the
prediction of costs, chapter 12 in Netten and
Beecham (eds) Costing Community Care,
Ashgate, Aldershot.

Contact: Martin Knapp (ext. 7552)

Health Economics at the PSSRU

Within the wider context of
multidisciplinary work in the study of
health and social care, the PSSRU is ex-
panding its involvement in the field of
health economics. The objectives are:
n to maintain high standards of scholar-

ship in the economic study of health and
social care services and related activities;

n to encourage innovative work, both
theoretical and applied, in all areas
within our interests;

n to develop clear and accepted method-
ological principles, for example, for
cost measurement and pharmaceutical
evaluations;

n to contribute to teaching and training in
health economics and related areas;

n to create a lively intellectual climate for
the development of ideas in health eco-
nomics;

n to promote wider contacts with re-

searchers and others in this field and to

participate in the activities of organisa-

tions and practitioners and researchers.

Health economics makes a major contribu-

tion to the the PSSRU’s programmes of work

on services for elderly people, unit costs of

community care, economics of mental health

and the mixed economy. In addition, in col-

laboration with Canterbury Business School

and Pfizer UK, researchers at the PSSRU are

using a variety of methodologies to study

pharmaceutical markets and evaluate a

range of medical interventions, including

treatments for depression, oral fungal infec-

tions, benign prostatic hyperplasia,

osteoarthritis, rheumatoid arthritis and

streptococcal pharyngitis.

Selected publications
Knapp, M. and Kavanagh, S. (1992) Health

economics relevant to developments in
community psychiatry, Current Opinion in
Psychiatry, 5, 314-319.

Netten, A. (forthcoming 1993) An economic
approach to the study of social care of elderly
people: a perspective on informal care, in J.
(ed.) Informal Care in Europe, Social Policy
Research Unit, York.

Stewart, A. (1993) Pharmaceuticals, economic
evaluations and formularies, PSSRU DP871

Stewart, A. and Phillips, R. (1993) Paediatric
streptococcal pharyngitis: simulation model
of GP prescribing practice, PSSRU DP910.

Stewart, A. (1993) Discounted prices and
prescribing costs for selective serotonin
reuptake inhibitors, PSSRU DP916.

Contact: Martin Knapp (ext. 7552), Alan
Stewart (3260) or Denise McKell (4022)
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New Drugs and Economic Evaluations
Alan Stewart

Pharmaceutical innovations pose many

problems for health services professionals,

but the amount of health care provided

within pharmaceutical budgets can be ex-

panded if the economic effectiveness of

new pharmaceuticals is considered along-

side their purely clinical effects. Drugs and

Therapeutic Committees and other bodies

assessing new drugs should consider that

products with higher list prices are not nec-

essarily more expensive treatment options

than existing, much cheaper, drugs. Incor-

poration of economic analysis may show

apparently more costly products to have

beneficial impacts on the amount of care

that can be provided within fixed budgets.

In the public health care systems of Austra-

lia and Ontario, Canada, economic evalua-

tions have been incorporated into the

standard licensing requirements for new

drugs. But what pressures do clinicians in

the UK face with regard to their pharma-

ceutical budgets and what problems are

being posed for their decision making on

new products?

Proliferation of new pharmaceutical

products — Increasing numbers of prod-

ucts are coming onto the market, with ther-

apeutic ranges similar to existing products

and usually at much higher prices. They

often have comparable clinical efficacy,

usually differing in side-effects profiles

and increasingly in the treatment regime,

with many offering shorter courses or sim-

pler, once-daily treatments. With so little

clinical differentiation, cost-effectiveness

may be the only way to measure the rela-

tive desirability of alternative products.

NHS reforms — The establishment of

Trusts is leading to a growth in the number

of budget-holding entities, with new loca-

tions for budgetary control and more fi-

nancial flexibility.

Purchaser/provider split — The growth of

separations in role, governed by a variety

of different types of contract, may intro-

duce more careful scrutiny of the

cost-effectiveness of treatments.

Budget/cost constraints — These are a

problem for health and social care agencies

in most countries. Economic and demo-

graphic factors are generating increased

demands at a time of tighter controls on re-

sources, creating pressures for more effi-

cient use of available health care resources.

Structural cost constraints — The pres-

sures outlined above are also an explicit

part of some of the current reforms in the

organisation of UK health and social care

services. In some areas there are clear op-

portunities to change and improve the ex-

isting use of funds, for example where

budgets have been devolved down to

lower levels of responsibility, often creat-

ing opportunities for ‘virement’, the shift-

ing of monies between different accounts.

Where such changes are cost-effective, that

is they increase the amount or quality of

health care provided within the given cost

constraints, this switching of funds could

be used to enhance the role of

pharmacotherapy at the expense of sur-

gery or, of course, the reverse.

Health economics can highlight opportu-

nities to relieve budgetary pressures, by

identifying more cost-effective options. In

some cases this might involve using

higher-priced drugs, as they may reduce

problems with side-effects and so reduce

overall treatment costs. The potential role

of health economics in assisting with bud-

getary pressures and cost constraints on

health care provision has been shown in

Australia. As from January 1993, all new

drug submissions before the Pharmaceuti-

cal Benefits Advisory Commission must in-

clude an economic analysis. The evidence

on safety and efficacy obviously retains its

primacy, but once these points have been

established, a new drug must be compared

to the most widely-used drug in current

practice for a particular condition and be

shown to be at least as cost-effective.

Examination of the full impact of a treat-

ment option can only be beneficial to the

provision of care. Where opportunities for

virement exist, as discussed earlier, a

‘smarter’ approach to the drug budget can

make a better use of that budget, if it con-

siders the full impact of all prescribing de-

cisions. And such considerations are

already becoming more important for

fundholding GPs, who are faced with fixed

budgets. To maximise the health care that

they can provide for their patients, they

must optimise their prescribing, a problem

that can be assisted by economic analysis.

A major consideration in this area is

whether it is ethical to introduce economic

considerations into evaluation of clinical

options and specifically of pharmaceutical

alternatives. This question was addressed

in a recent article by Professor Tony Culyer,

of the University of York, concerned with

the question of the morality of efficiency in

health care1. In his discussion he stressed

that, in providing care to people with

needs, clinicians are faced with constant

choices over allocation of resources, such

as their own time. Efficiency becomes a

means towards improved decision making

and possibly a way to optimise the use of

budgets, to provide the maximum amount

of health care within the limits set by avail-

able resources. Given these premises, he

concludes that ‘it is ethical to be efficient,

since to be inefficient implies failure to

achieve the ethical objective of maximising

health benefits from available resources’.

When clinicians choose new

pharmaceuticals, they should view this

process as one of considering alternative,

and optional, packages of treatment. There

are more cost implications to a new phar-

maceutical product than just the price of a

packet of tablets. Decision making will

benefit from wider perspectives, specifi-

cally through the inclusion of economic

evaluations. These techniques can im-

prove the efficiency with which health care

providers utilise available resources in the

service of the patient population. This ob-

jective is not in conflict with ethical objec-

tives, but is complementary to the pursuit

of these ethical objectives. Without doubt,

it has a vital role to play in the future ex-

pansion of health care provision.
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Care Programming From Birth to Two
Justine Schneider

Researchers rarely get a chance to study a

new system of care from its inception. The

introduction of care programming for all

specialist psychiatric services in April 1991

gave us such an opportunity. Care pro-

gramming resembles care management: it

requires the appointment of a named key

worker, multidisciplinary assessment, peri-

odic review, and documentation of needs

and care plans. Care programming is de-

signed to support people with ‘severe and

enduring’ mental health problems, by tar-

geting secondary care at those in greatest

need.

We recruited three health districts which

were well under way with care program-

ming. During 1992 we interviewed 60 staff

in these areas (psychiatrists, managers and

key workers) and collected data from the

key workers for 60 service users. The evolv-

ing nature of care programming meant

that our approach had to adapt to chang-

ing circumstances and had three phases.

The first consisted of semi-structured inter-

views with staff, about the advantages and

disadvantages of care programmes and ob-

stacles encountered. The second phase in-

volved structured interviews with key

workers, about which client groups were

placed on care programmes, which profes-

sionals acted as key workers, how much

staff time was devoted to assessments and

reviews, and whether service users were

involved. The third phase collected de-

tailed data about service receipt, housing

and personal expenditure to enable us to

cost the care packages over a six-month pe-

riod.

We found broad approval for the princi-

ples of care programming and some reser-

vations about the demands it placed on

limited resources. A few people felt that it

was superfluous — ‘we were doing that al-

ready’ — but, when pressed, admitted

that care programming was more rigorous

than pre-existing systems of care. Key

workers were mainly community psychiat-

ric nurses, with a number of other mental

health professionals. Most reported posi-

tive experiences of care programming so

far. There was evidence that it had not yet

been applied to all mental health service

users but was being targeted at those who

had the highest levels of dependency. In-

volvement of users and carers was still in

its early stages, but since we did not inter-

view service users, our information on this

subject is limited.

Two-thirds of people on care programmes

had unmet needs in the short or longer

term. Accommodation was a problem for

35 per cent, and other unmet needs in-

cluded services which might have been

provided by the health authority, such as

psychology and physiotherapy, as well as

those which could be candidates for Men-

tal Illness Specific Grant monies, such as

daytime occupation, social support and

living skills. Systems for feeding unmet

needs into planning processes were being

set up in the areas studied.

In our analysis of service receipt and costs,

we looked at different subgroups, includ-

ing those with a diagnosis of schizophre-

nia, people aged over 65 and those aged

under 65. Table 1 shows the costs of care,

excluding accommodation and personal

expenditure, for these groups. Although

the relationship between diagnosis and

service costs was only tenuous, costs in one

area were significantly higher, for a variety

of reasons, including supply-side factors

and local pricing levels. Since the area with

the highest service costs also had the most

training in, and experience of, care pro-

gramming, this could tentatively be taken

as evidence of efficient targeting of services

at those most in need.

Care programming is still fairly young, and

is competing for priority with other

changes in health and social care, but hav-

ing followed its development from birth to

two years old there is already evidence that

it can have positive effects on standards of

service provision and mental health care

practice, as well as making an important

contribution to mental health policy. The

impact of care programming on outcomes

for service users will be a crucial area for fu-

ture monitoring and evaluation.
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Table 1
Costs by service provider and client group

People People People
All with aged 65 aged

£ per week (1992/93 levels) subjects schizophrenia or over under 65

N = 60 N = 35 N = 21 N = 39

Hospital inpatient treatment 104.71 105.97 146.42 79.20

District health authority 41.72 38.09 58.52 31.61

Family health services authority 1.74 1.48 1.99 1.59

Social services department 28.38 27.53 29.73 27.58

Service user or relatives 3.60 2.95 8.20 0.84

Other 8.34 3.42 4.54 10.60

Total 188.49 179.24 249.40 151.42



The Mixed Economy of Care Research Programme
Martin Knapp and Julien Forder

A major programme of research is being
funded by the Department until March
1996 to describe, monitor and evaluate the
developing mixed economy of social care.
It is led by Martin Knapp and Gerald Wis-
tow (Nuffield Institute, University of
Leeds). The programme comprises three
elements:
n Description of the broad development of a

mixed economy of social care, including
the purchasing and providing func-
tions.

n Description and evaluation of the or-
ganisation and structure of supply, includ-
ing the comparative performance of
different providers (private, voluntary
and public), the incentives at work, and
the implications of a mixed economy
for providers in the various sectors.

n Description and evaluation of the devel-

opment and regulation of social care mar-

kets, including the respective balance of

power or influence between purchas-

ers, providers and users in different

market settings.

The research programme is designed to en-

able ‘before and after’ comparisons on an

inter-service, inter-user and inter-authority

basis. The intention is to chart the conse-

quences — for agencies (purchasers and

providers), users and carers — of the ar-

rangements currently being established.

The programme builds on the recent study,

Managing the Mixed Economy of Care, which

the Department commissioned from the

same PSSRU-Nuffield Institute research

team in 1990-92. This earlier study found

evidence of a widespread cultural shift,

with an increasing acceptance of local au-

thorities’ changing role and the diminu-

tion in direct public sector provision.

However, the study also found evidence of

differing interpretations of the enabling

role; a strongly-held view that, in terms of

market creation, ‘social care is different’;

and a general caution about the extent to

which the diversification of supply was im-

mediately feasible. This has generated a

forthcoming book, Social Care in a Mixed

Economy (see page 21 for details).

As recently emphasised by the Secretary of

State and other Ministers, the government

expects to see evidence from local authori-

ties that they are actively developing, and

funding, a more mixed economy. This new

research programme is designed to pro-

vide an important independent descrip-

tive and analytical account of

developments over the next four years. It

will report findings at appropriate stages

throughout the study in a range of publica-

tions. These include a Mixed Economy of

Care (MEOC) Bulletin, a working paper se-

ries and associated publications. The

MEOC Bulletin will be distributed to local

and health authorities, voluntary and pri-

vate sector organisations, and research

groups. The aim is to provide an accessible

and up to date account of our key research

findings and associated policy implica-

tions. The first MEOC Bulletin (October,

1992) summarises some of the findings of

our first two years’ work.

The research team will also be producing

working papers — MEOC Studies — on

specific issues. The intention is to make

these more comprehensive and detailed

than the main project. One of these exam-

ines the opportunities for, and barriers to,

the development of markets for social care

services (Knapp et al., 1993). It describes

the steps local authorities are taking to de-

velop markets, the reservations they are

expressing, and some of the implications

for their future roles. Three particular areas

are then examined in detail: the separation

of the purchaser and provider roles; com-

missioning and contracts; and market

forces and failures. Finally, the paper

draws out some broad implications for lo-

cal authorities as key players in social care

markets.

A second paper considers the impact

which the 1990 NHS and Community Care

Act is having in reshaping health and social

care services across the UK (Forder and

Knapp, 1993). From 1993, the Act required

social security payments, previously made

in direct support of many residents of vol-

untary and private residential and nursing

homes, to be transferred to local authority

social services departments to allocate for

residential care. What are the implications

of the community care reforms for the vol-

untary sector? This paper examines some

of the main challenges facing this sector:

the blurring of the boundaries between

public, private and voluntary sectors, the

combined implications of the emphases on

community care and competition, and the

effects of contracts.
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The Costs of Schizophrenia
Shane Kavanagh

Although schizophrenia is a rare condi-

tion, it receives considerable public atten-

tion due to its long-term prognosis, the

detrimental effect on the quality of life of

both sufferers and their families, and some

well publicised cases where sufferers have

caused physical harm or even death to

themselves or others. A diagnosis of

schizophrenia means that sufferers experi-

ence ‘positive’ symptoms such as halluci-

nations and delusions during the first

episode of their condition, followed by lon-

ger-term ‘negative’ symptoms such as

slowness, under-activity and social with-

drawal.

Little has hitherto been known about the

balance of care and service use for people

with a diagnosis of schizophrenia. No sin-

gle source of information is available to

provide the necessary data, so data from a

variety of sources such as epidemiological

surveys, psychiatric case registers, large

scale community health surveys and spe-

cialist surveys of the prison population and

the homeless have been synthesised in a

Department of Health-funded PSSRU

study to yield an estimate of the balance of

care (Kavanagh et al., 1993). Given the gen-

eral paucity of available data, the estimates

presented in Table 1 are the best possible,

but should still be viewed as indicative

rather than absolute.

The balance of care

People with schizophrenia move between

the different classifications outlined in Ta-

ble 1 as their degree of morbidity and their

social circumstances alter. However, at a

system level the number of people in each

category will remain broadly the same

over short periods of time. Each of the

rather wide categories outlined in Table 1

includes people with differing care needs.

For some people the place of accommoda-

tion and the care provided may well be in-

appropriate. Although it is beyond the

scope of this article to comment fully on

current care arrangements, the presence of

people with schizophrenia among the

homeless and prison populations is obvi-

ously a major cause for concern. Criticism

of the failure of health and social care ser-

vices to provide a ‘seamless’ service has led

to the introduction of the care programme

approach, reports such as that of the Reed

Committee on mentally disordered of-

fenders, the enquiry into homeless people

with mental illness, and the present debate

about community supervision orders.

Service utilisation

The estimated costs of current provision of

services for people with schizophrenia

were also calculated in our study, using in-

formation on service receipt derived from

a number of sources, and costed using ap-

proximate long-run marginal opportunity

costs (Netten and Beecham, 1993). Table 2

allocates these costs by agency. Figure 1

shows that the costs of care for the rela-

tively small proportion of people accom-

modated in hospital is larger than the total

cost to all other public agencies combined.

Implications

A more detailed discussion of the issues
raised here can be found in a fuller report
(Kavanagh et al., 1993). This also analyses
the impact of introducing a number of in-
novative arrangements shown in pilot ex-
periments to be effective on both agency
resource requirements and the balance of
care. The costs presented here do however
illustrate a public health problem that has
considerable impact on the budgets of
public care providers. The total estimated
economic impact of schizophrenia is even
greater when the costs of lost production
and informal care are considered.
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Table 1
The number of people with
schizophrenia in each care setting

Accommodation/care setting Number

Private households 67500
Specialist non-hospital

accommodation 14400
Short-stay hospital inpatients

(less than six months) 9600
‘New’ long-stay hospital inpatients

(more than six months, less than
five years) 6900

‘Old’ long-stay hospital inpatients
(more than five years) 3700

Homeless — board and lodgings 3510
Homeless — hostels 16150
Homeless — sleeping rough 620
Prisoners — sentenced 585
Prisoners — remand 720

Total 123685

Table 2
The annual cost of schizophrenia by
agency (1992/93 prices)

Agency Cost
(£m)

District health authorities 1066.2
Family health services agencies 9.7
Law enforcement agencies 51.4
LA social services departments 138.9
Department of Employment 7.4
Voluntary sector 48.3
Dept of Social Security/clients 812.8

Total 2134.7

Private
households

32%

Specialist
accomm-
odation

18%

Homeless
8% Prison

2%

Hospital
40%

Figure 1
Costs by care setting (1992/93 prices)

Total: £40.488m per week



Healthy Active Life: How Long?
Andrew Bebbington

We live in an ageing world. On average in

the UK we live 50 per cent longer than at

the turn of the century: life expectancy for

men has increased from 46 to 73 years, for

women from 50 to 79. In 1900 one person in

20 was over the age of 65: by 2020 it will be

one in five. This pattern is being repeated

worldwide, and indeed the pace of growth

in numbers of elderly people is faster in the

developing than the developed countries

(Kinsella and Taeuber, 1993). The rise in life

expectancy has been perhaps the most vi-

tal indicator of the improvement in the hu-

man condition, and an important token of

national status.

For individuals this increase in life expec-

tancy beyond the age of retirement gives

rise to the optimistic dream of a golden pe-

riod of carefree rest and leisure towards the

end of one’s life. But a number of assump-

tions are crucial to this vision: most of all

the maintenance of good health and free-

dom from disability. Does the rise in life ex-

pectancy mean that health is improving?

Does the onset of chronic illness come later

in life? Or will it simply mean increased

years of dependency, and a society charac-

terised by ‘a pandemic of chronic disease

and disability, and associated mental disor-

ders’ (Kramer, 1980)?

These questions are extremely important

to policy as well as to individuals, for two

reasons. First, there is a rising tide of belief

that health care should pay more attention

to raising the quality of life and less to sim-

ply prolonging life. This is becoming in-

creasingly important as the spiralling costs

of high-tech medical care confront societies

with the need to make choices about what

kind of health services to provide.

Second, there is concern about the plan-

ning implications of an ageing population.

Given that chronic ill-health is concen-

trated among elderly people, will we need

to spend far more on health care?

These concerns have given rise to a major

international effort to determine trends in

health in a manner comparable with that of

life expectancy. Although this is best done

by tracing individual life histories, meth-

ods have been developed which enable es-

timates to be made from cross-sectional

health surveys and censuses. As a result,

over the last five years, estimates of healthy

active life expectancy have been prepared

in many developed countries and also in

some developing countries. However, the

goal of precise international health com-

parisons has not yet been achieved, partly

because of different social constructions of

disability.

The UK has been one of the front-runners

in this field, partly due to its long tradition

of health-related surveys. Some of the con-

clusions being drawn are as follows.

First, if we define chronic ill-health in the

manner of the national disability survey of

1986, measuring 13 key types of disability,

each from mild to severe, then men may

expect to live in full health for 64 years, or

89 per cent of their lives, while women may

expect 67 healthy years, or 86 per cent of

their lives. Although women live longer

they can expect a longer period of

ill-health, especially at the more severe

stages of disability.

Second, there are other factors which make

for considerable variations in healthy ac-

tive life expectancy, often much larger than

variations in life expectancy itself. Initial in-

vestigation points to a north-south divide

in England, people in the south east having

an expectation of three or four more years

compared with the least favoured areas in

the north. Social class differences appear to

be even more dramatic, as much as nine

years between top and bottom, and are

probably increasing. But as always in stud-

ies of social class variations in health there

remain methodological caveats. Variations

between social groups, particularly minori-

ties, can be studied in much more detail fol-

lowing the inclusion of the question on

limiting long-standing illness in the 1991

Census, and this is a major topic of our

present research.

Finally, evidence about changes through

time is crucial to policy, if not to our entire

assumptions about the world we will in-

habit in the first part of the next century.

And here the evidence is not encouraging.

During the 1980s there was a steady ad-

vance in life expectancy, but no increase in

years of healthy active life expectancy

(Bebbington, 1991). People may expect that

the two extra years of life gained over the

last twenty years to be lived in chronic ill

health. This broad picture has been con-

firmed by recent research in the US, Can-

ada and Australia.

We should not necessarily be too pessimis-

tic, but rather regard this as a warning.

Over the last century trends in health have

changed considerably. Most of the original

gains in life expectancy were due to im-

provements in infant mortality, and then in

the acute illnesses affecting children and

young adults. It has only been compara-

tively recently that life expectancy has in-

creased at the upper years of life. A

national health policy which is focused on

‘the promotion of good health and the pre-

vention of disease’ (Department of Health,

1991) will help to bring about the necessary

improvements. To help with targeting this

objective, our current research is aiming to

establish not just how much life is short-

ened, but how much healthy, active life is

lost to each of the main diseases.

Healthy Active Life Expectancy (HALE) is a joint
project with the Office of Population Censuses and
Surveys, funded by the Department of Health. Its
aims include producing measures of HALE at spe-
cific ages, examining someof thesocial factors influ-
encing HALE, showing the effect on HALE of major
disease categories, reviewing methods of calculating
HALE andcomparing results with other industrial-
ised countries.
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Care-Managed Community Care:
Outcomes from Two Routinely-Implemented Programmes

John Chesterman and Bleddyn Davies

Another description of the results of

PSSRU-designed care management. Why?

Budget-devolved care management apply-

ing variants of the model evaluated in the

Thanet (‘Kent’) Community Care project

has been shown to improve outcomes in

the Thanet, Gateshead and Darlington ex-

periments. However, all the experiments

reported so far are just that: ‘experiments’.

The Thanet project was closely managed

with a large PSSRU input. In subsequent

projects there was an attempt to ensure

that the crucial features of the Thanet ar-

rangements, procedures and practice were

applied and cultural continuity main-

tained. The Unit provided more than ‘tech-

nical assistance’. There was some (though

varying) participation in management.

By contrast, Sheppey and Tonbridge were

evaluations of programmes which were

implemented as routine developments.

The programmes were two among some

two dozen being developed to cover the

whole of Kent. The decision to implement

them was made by senior area manage-

ment in response to a resource incentive

provided by headquarters, not to a special

interest in or commitment to the model. In-

deed, their implementation was less sys-

tematic than would be expected in social

services departments (SSDs) following

good managerial practice and Department

of Health guidelines in putting into place

care management pilots, and drawing on

the now much larger amount of writing

about care management practice in the

PSSRU projects and others. The care man-

agers had only two advantages. They each

spent a short time in Thanet, and they at-

tended periodic meetings of all the care

managers in the authority to discuss mat-

ters of mutual concern and have talks on

topics of common interest from other pro-

fessionals.

So the results are of interest because they

suggest how well the model might work in

less favourable environments.

Programme context

Budget-devolved care management is in-

tended to be able to respond flexibly to lo-

cal circumstances: those affecting the

needs of elderly persons and their caring

networks, and those reflecting the physical

and assumptive resources of formal care

systems. Sheppey is a low-income area of

poor housing and depressed industry,

with a working class culture which Ray

Pahl (1984) described as having an ‘in-

tensely conservative and traditional set of

household practices for coping with diffi-

cult material circumstances’. In contrast,

Tonbridge itself is a prosperous town with

light industry, surrounded by villages with

many higher-income families and a buoy-

ant labour market. The programme also

covered Malling and surrounding villages,

where there was more low-paid agricul-

tural employment, and higher unemploy-

ment.

Evidence

The same core evidence was collected for

these programmes as for the Thanet com-

munity care experiment and its descen-

dants. These are summarised in Box 1.

However, the time over which the data

were collected was shorter than in the

main experiments and numbers were

smaller, so differences between

programme and comparison groups are

less likely to be statistically significant.

Findings

n The programme groups enjoyed gains
on many indicators.

n Many of the differences in means be-
tween the programme and the compar-
ison groups were smaller than in
Thanet. The small sample size meant
that fewer of these differences were sta-
tistically significant.

n The overall costs to the SSD and the
NHS differed little between the two
groups, so the programmes achieved
their aims without additional costs over
the time period studied.

n The two programmes described here
differed in important respects. The re-
sults in Sheppey resembled those in
Thanet and Gateshead more than did
the Tonbridge and Malling ones. For in-
stance, the degree to which programme
clients felt more able to cope than peo-
ple in the comparison group was statis-
tically significant at the 0.1 per cent
level in all three areas.

n The balance of care, measured by cost, be-
tween different agencies was quite differ-
ent in these two studies. In Sheppey
higher care management costs to the SSD
were associated with reduced costs to the
NHS. In Tonbridge, costs to the SSD were
not greater, but NHS costs were signifi-
cantly lower for the programme group.

Targeting and triaging

Our community care projects have been

successful because they were targeted at

those for whom the best results would be

achieved by the PSSRU model of flexible
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Box 1
Evaluation design

n A quasi-experimental design with post-selection matching of comparison and
experimental cases.

n Assessment and evaluation interviews with clients and principal informal carers
by a qualified and experienced social worker (JC) at admission and one year
later, supported by continuous observation of the programme at work and
interviews with the care managers.

n Continuous tracking of utilisation, costs, and place of residence in detail over
one year, in lesser detail over six years for people on the programme.

n The analysis of the client review and information system common to the Thanet
implementation and replications of the same model.

n Interviews about the motivations, rewards and management of the programme
conducted with programme ‘helpers’; paid and unpaid volunteers who
complemented the service inputs.



care management, encouraging user- and

carer-centredness, but also seeking to

make the most effective use of (always ade-

quate) resources. The targeting was in ef-

fect done by networks of persons who both

knew the users at first hand and under-

stood the potential and limitations of the

particular programmes. It follows that care

management will best fulfil its potential if

there is ‘triaging’, or selection, not just by

the likely need for greater and lesser care

management, but also between teams op-

erating with different care management

arrangements. This is why so much of the

recent intellectual effort of the PSSRU — in

our own experiments and the analysis of

the international literature (Davies,

Bebbington, Charnley and colleagues,

1990; Davies, 1992) — has been directed to-

wards trying to show what the implica-

tions of needs and the characteristics of

systems are for the choice of care manage-

ment arrangements.

References
Chesterman, J., Challis D. and Davies, B.

(forthcoming 1993) Budget-Devolved Care
Management in Routine Programmes: Outcomes
of Two Experimental Evaluations, PSSRU
Studies, Ashgate, Aldershot.

Davies, B. (1993) Care Management, Equity and
Efficiency: the International Experience, PSSRU,
Canterbury.

Davies, B., Bebbington, A., Charnley, H. and
colleagues (1990) Resources, Needs and
Outcomes in Community-Based Care, PSSRU
Studies, Ashgate, Aldershot.

Pahl, R. (1984) The Divisions of Welfare, Basil
Blackwell, Oxford.

See also: Care management: observations from
a programme of research, by David Challis in
this issue, page 33.

PSSRU Bulletin No . 9 — July 1993 31

Figure 1
Ranges, quartiles and medians for some important outcomes
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1 T&M = Tonbridge & Malling; P = Programme group; C = Comparison group
2 The bars indicate the range from minimum to maximum, the dots the medians, and the lines the first and third quartiles.
3 Only a minority had informal carers who satisfied our definition of principal carer. The distributions include cases without
principal carers.
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Box 2
Principal outcomes

Table 1: Place of residence after one year

SHEPPEY TONBRIDGE & MALLING

Permanently resident Programme Comparison Programme Comparison

s

% % % %

In own home 72 44 83 60

Residential home or hospital 18 28 8 26

Died 10 28 9 13

N 32 32 23 23

n In both programmes, higher proportions were at home after one year than in
comparison groups.

n Changes in scores on indicators of aspects of psychological wellbeing suggested
that elderly persons in the programme group who remained at home for the whole
year were advantaged compared with the comparison group.

n People receiving care management suffered fewer unmet needs, particularly in
Sheppey. The benefits were larger, and so even with such small numbers, more
differences were statistically significant. It was interesting that the programme more
than held its own in the performance of tasks where congregate settings have a
natural advantage. The programmes may have targeted residential care on those
for whom it would convey most benefits.

n There were some benefits for the principal informal carers of people on the
programme, although the numbers and differences were too small for more than a
few to be statistically significant, partly because a high proportion of users lacked
persons who satisfied our definition of ‘principal informal carer’.

n In Sheppey, costs per week to the social services were increased, but weekly costs to
the NHS were reduced to an equivalent extent, so the difference in the combined
costs was not statistically significant at a high level. The Tonbridge pattern was
different. The costs of programme cases to the SSD were not significantly greater,
but their NHS costs were lower to a degree which was significant at the 5 per cent
level. Although their total costs to the two agencies was lower for programme cases,
the differences were not statistically significant at a high level.



In the Market for Bargains
Martin Knapp

Question: what’s the difference between a

pound of apples, a hundred ICI shares and

community care? Answer: none. In the

1990s they will all be bought and sold on

the market.

To most people a market is a collection of

vendors’ stalls offering goods at competi-

tive prices. If you want apples, you wander

from one fruiterer’s to the next, comparing

price and quality, choosing a variety to suit

your taste and budget. If the apples you

buy this week taste awful, you complain to

the stallholder next week, or you take your

custom elsewhere. If others feel the same,

their combined market forces will per-

suade the stallholder to drop the price or

stock different varieties.

The government hopes that similar market

forces will improve community care. How?

If their own provision is costly, local au-

thorities should have financial incentives

to contract out to private and voluntary or-

ganisations. Competition should encour-

age providers to push service quality up

and prices down. There should be more

choice. And greater participation by users

and carers should make the public sector

more responsive to their needs and wants.

But can community care markets work as

well as fruit markets? Will market-driven

community care meet government expec-

tations?

Some local authorities are raising ideologi-

cal objections, anxious about the morality

of ‘welfare for profit’ and the ‘commerciali-

sation of care’. Important as they are, I will

lay these objections to one side and con-

centrate on the practical implications of

community care markets.

One concern is that there will be insuffi-

cient competition between providers to

produce quality and choice improvements

or to allow local authorities to negotiate

lower prices.

In parts of the country there are too many in-

dependent residential and nursing homes,

but nowhere do there appear to be enough

domiciliary, day or respite services. Today’s

providers may be unable or unwilling to ex-

pand or diversify. Fragile infrastructures and

unhappy experiences with public funding

may leave voluntary organisations reluctant

to expand, fearing loss of autonomy or diver-

sion of roles. And the private sector may see

the potential profits to be too small or uncer-

tain, especially if the capital outlay would be

high or if existing providers threaten a price

war.

Nobody yet knows whether new provid-

ers will come to the rescue of beleaguered

community care markets. But if they do,

they may find that the best response to the

enormous buying power of local authori-

ties is to merge or collude to develop coun-

terbalancing power. Local authorities may

need to assist new providers to establish

themselves. If there are only a few provid-

ers, they could wield sufficient market

power to control price, nature, quantity or

quality. The market will be working against

the interests of users and taxpayers.

Provider power of this kind might arise if

markets become highly specialised and

segmented with only a few providers in

each. This presents a problem to authori-

ties wanting to encourage service variety

to extend the choices open to care manag-

ers and users (thus improving targeting),

for each different contract generates extra

negotiation, management and monitoring.

By buying only standardised services,

these costs are cut and authorities can en-

gage in price competition.

There is a big difference between apples and

community care. The enjoyment from an ap-

ple is immediate and unequivocal. You buy

apples often enough for your purchasing de-

cisions to be influenced by memories of the

taste of the last one. By contrast, community

care quality and its effects are famously hard

to measure. Outcomes are defined in terms

of effects on users and carers, but are uncer-

tain, technically complex and of long gesta-

tion. Moreover, the need-generating

characteristics of some users make it hard for

them to participate in decision making. Any-

way, few can acquire market experience by

‘shopping around’, for many services are

purchased only once. It can be risky for users

to move from one provider to another when

quality or outcomes are revealed to be unac-

ceptable.

Of course, there are risks if you buy ICI

shares, but the stock market has developed

a secondary market in information, popu-

lated by well-informed brokers. The paral-

lels with social care are obvious: care

managers and advocates are needed to

guide users, and portfolios on actual and

potential providers are needed by authori-

ties to guide purchases.

The root of the problem is that information

is scarce and/or costly. Indeed, the transac-

tions costs of acquiring the information, and

negotiating and monitoring contracts,

could exceed the efficiency savings ex-

pected from commissioning services from

lower-cost providers.

There are therefore important differences

between the markets for apples, ICI shares

and community care.

Leaving community care allocation to
Adam Smith’s ‘invisible hand of the mar-
ket’ could be disastrous. Indeed, authori-
ties should use two very visible
hands — as service commissioners and
market managers — to shape new mar-
kets:
n Authorities should encourage new pro-

viders and diversification.
n They should not unthinkingly reward

price-cutting in case it is a short-term
ploy to ward off competition.

n They should offer contracts to inde-
pendent providers without threatening
their diverse and important contribu-
tions.

n They should beware market fragmen-
tation, but they should not standardise
commissioning or services if it destroys
their responsiveness to different needs.

n In lieu of complex monitoring, they

should give more opportunities to us-

ers to express their views.

Generally, authorities will need to develop

local ‘trade and industry policies’ to stimu-

late, regulate and massage the emerging

community care markets into good shape.

Community care has characteristics which

distinguish it from most other marketed

goods and services. This does not make com-

munity care markets unworkable, but it

makes it imperative that local authorities in-

tervene with well-tempered power and ac-

cumulated expertise.

A version of this article first appeared in Com-
munity Care.
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Care Management:
Observations from a Programme of Research

David Challis

The PSSRU has undertaken a series of

studies of case management services for

frail elderly people, referred to throughout

this Bulletin as the Thanet, Gateshead,

Darlington and Lewisham studies (Challis

and Davies, 1986; Davies and Challis, 1986;

Challis et al., 1990, 1991a, 1991b). The latter

study is still in progress (see Update in this

issue). Here the terms ‘case management’

and ‘care management’ have been treated

as equivalent. These studies were cited as

examples of case management in the White

Paper Caring for People. They examined a

model which provided case managers,

who worked, with devolved budgets, with

relatively small caseloads of the most vul-

nerable elderly people. The findings are re-

markably consistent.

In all settings there was a reduction in the

use of institutional care facilities, and all

the available data indicate that the quality

of life of elderly people and their carers re-

ceiving these case management services

improved significantly more than those re-

ceiving the usual services. Furthermore

these gains were achieved at no greater

cost than clients receiving existing services

over the same period, suggesting greater

efficiency in care provision.

There are a number of areas for the devel-

opment of care management illuminated

by these studies. These include who re-

ceives case management, whether budgets

can be devolved, the availability and skills

of staff for case management, linkages be-

tween health and social care and the mana-

gerial implications of this new system of

services.

Targeting

The services were all carefully targeted on

those for whom there was considerable po-

tential of substituting home-based for insti-

tutional care. Although improvements in

welfare at similar cost to usual patterns of

service were found, indicating greater effi-

ciency, the results did not on the whole in-

dicate significant cost savings. The only

exception to this was where the institu-

tional alternative was long-stay hospital

care. Therefore it is probable that if the

same case management approach were ap-

plied to those with a slightly lower level of

need, where the opportunity for substitu-

tion of institutional by community care is

less, then costs could rise. This is because

individuals whose needs fall just below

that of present institutional care currently

receive relatively low levels of provision,

but case management, with more detailed

assessments, could well lead to increased

home care expenditure. Thus careful tar-

geting appears to be one of the factors asso-

ciated with the positive effect of these

studies on admissions to institutional care

and stability of cost, reflecting the experi-

ence of large-scale case management

schemes overseas.

Financial devolution

The evidence suggests that control over re-

sources is a crucial factor in enabling case

managers to respond more effectively to

the varied individual needs of elderly peo-

ple, not only in the UK but also in other

countries. Lacking such control of re-

sources, the case manager can merely

make requests to the providers of other

services but such brokerage provides rela-

tively little power to ensure adequate pro-

vision or effective coordination. Much

better outcomes are possible when the case

managers are able to adapt care plans flexi-

bly to reflect the individual circumstances

of users and carers. It is the capacity to in-

fluence both the type and content of ser-

vice available that permits genuine

individualisation of care. However, the dif-

ficulties of making such changes which

balance decentralised decision with effec-

tive accountability should not be un-

der-estimated, particularly in view of the

organisational traditions in service agen-

cies.

Style of case management

Within the case management literature

there is a debate about the style of case

management which may be characterised

as between ‘administrative’ and ‘clinical’

case management approaches. Some agen-

cies looking at the core tasks of case man-

agement appear to see them rather more as

administrative activities than requiring

staff with human relations skills. However,

the studies indicate that case management

has been successful in performing the core

tasks through combining practical care

with the use of human relations skills, in-

cluding counselling and support, not only

to carers and users but also to direct care

staff. Conversely an ‘administrative’ ap-

proach would be more likely to fragment

such activities as resources to be purchased

separately where necessary.

This problem is evident in discussions

about the separation of assessment and

provision, or ‘the purchaser/provider split’.

A variety of case management

programmes show that the essence of the

assessment process involves engaging a

person, forming a relationship, giving ad-

vice, and therefore at an early stage, a

range of human relations skills. Even the

indirect work of case management, involv-

ing coordination, linking formal and infor-

mal networks, requires the case manager

to support and train key workers in close

contact with the service user. A more ‘clini-

cal’ model of case management requires a

combination of direct and indirect work, or

in more traditional social welfare lan-

guage, the integration of casework and ser-

vice arrangement. The administrative

model risks developing insensitivity in the

new care arrangements, which may be

particularly great in the absence of appro-

priately trained staff to act as case manag-

ers.

Linkages with the health

care system

For those vulnerable elderly people on the

margin of institutional care, effective

health care provision, as well as social care,

is essential. Two settings offer obvious op-

portunities for making linkages between

case management services for the elderly

and health care. Primary care provides a

setting for case finding and identifying so-

cial care needs with the development of

screening in general practice for the over
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75 population. Also, developments in geri-

atric medicine and psychogeriatrics in the

United Kingdom suggest that these envi-

ronments offer considerable potential for

case management services which are tar-

geted at the very frail, particularly where

those services are community-focused.

Matching case management

arrangements to client and

local area circumstances

Case management arrangements can be

seen to differ by such factors as setting and

form of separation of purchaser and pro-

vider. Both the UK and other evidence sug-

gest that the most effective form of case

management arrangements will vary ac-

cording to the circumstances of different

groups of clients, local area characteristics

and the nature of their local health and so-

cial care systems.

The organisational

infrastructure of case

management

Effective client level work is dependent on

appropriate organisational infrastructures.

The devolution of budgets is one area of

concern but there is also a need to consider

factors such as improved information sys-

tems and new management approaches to

quality assurance, rather than traditional

models of procedural adherence in bu-

reaucratic hierarchies. Without change at

all levels in organisations providing care

there is a risk of only producing slight

changes and of existing patterns of care ac-

quiring new labels without substantive

change in the experience of service users

and their families. For example, bulk pur-

chasing on a large scale may well have no

impact for the user who requires a particu-

lar solution to their needs since it may only

be substituting an insensitive private/vol-

untary monopoly provider for an insensi-

tive public sector provider. This is unlikely

to lead to the development of more cli-

ent-centred approaches.

Realising the potential of

case management

In view of the kinds of changes in the pat-

tern of community care which are desired,

and policy makers’ expectations of the role

of case management as one of the pro-

cesses to achieve these changes, it is essen-

tial to be specific about target populations,

the precise features of models of case man-

agement which are effective, the extent of

freedom permitted to practitioners within

these models, management of these ser-

vices and how they relate to health care. In

the absence of such clarity, investment in

case management systems could risk being

a more expensive response that fails to pro-

duce real gains in welfare or changes in the

pattern of provision.
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Box 1
Some key features of effective care management

Targeting and screening Establish a clear, shared definition of target population and
adequate methods of identifying that population

Budget devolution Keep financial control as close as possible to field decision making,
with service allocation and expenditure authorisation at the same
level

Style of case management Avoid segregation of interpersonal skills from service provision;
integrate social work and social care

Linkages with health Consider benefits of different locations for different case
management services, eg hospital, primary care or community
mental health settings

Responding to local features Ensure service model can vary according to local conditions and
opportunities, eg rural-urban mix, differing patterns of NHS provision

Management of case
management

Develop management of case management as well as client level
work, eg facilitation, monitoring, quality assurance



Endpiece
Bleddyn Davies

The strategy of the Department of Health

(DH) for funding research has changed,

but will production of welfare (POW) re-

search have as much influence on policy

under the new terms?

The new research policy

The six-year rolling unit contract is to go.

Instead there are to be a ‘small number’ of

‘centres’, research organisations with more

DH funding than even the biggest units,

with ten-year contracts, and a more ambi-

tious set of tasks. For other research

groups, the DH could provide a

programme contract of as yet undeter-

mined maximum duration.

There is some evidence suggesting a new

respect for the long-run contributions of

research-based argument in the new

thinking. It is an acknowledgement that

policy and practice would best be devel-

oped by a combination of innovative, inde-

pendent research and analysis, and

specific policy requirements, what the Wil-

liams Committee* refers to as ‘sci-

ence-push/demand-pull’. One of the key

arguments of the Committee, whose re-

port is reflected in the new research strat-

egy, was that it is essential to consolidate

and spread ‘science-push/demand-pull’

processes in the management of change.

Research and analysis groups should influ-

ence the evolution of policy and practice

thinking as well as provide the argument

and information for which the policy

world currently acknowledges a need.

The need for researchers

DH statements acknowledge the impor-

tance of not losing its best people. There

must be a sufficient number of well sup-

ported groups and individual researchers

who are highly expert, technically sophisti-

cated, close to the policy and practice

worlds, with a career commitment to the

DH policy areas, able to manage and lead

as well as to do research. The DH always

recognised that it needed its researchers,

but for another reason which remains

valid. Without them the DH could not get

done the high quality applied research for

which policy processes in the DH create an

enormous demand: for instance, estimates

of the costs of this; the evaluation of the

costs and outcomes of that. In particular, it

is clear that in important areas like commu-

nity care, people with good jobs to fill are

simply unable to recruit able and experi-

enced researchers of middle and senior

rank.

Implementing the policy

A key to the success of implementation is

the degree to which contract forms fit the

time perspectives reflected in the cultures

of the leadership of the research groups.

Nationally, we cannot afford to reduce the

potential of the research community to

make the big long-run contributions. The

success of the policy will depend greatly on

how far the implementation succeeds in

building on groups which have an unchal-

lengeable record in creating and develop-

ing ‘science-push’ processes.

The environment of the new centres

should be conducive to ‘science-push’. But

‘three or four’ centres with tight enough

remits to provide focus will hardly cover

more than a few patches in the health and

personal social services field, because in

some patches, centres would still need the

stimulus of argument from elsewhere to

counter tendencies to a numbing ortho-

doxy, and because there are practical rea-

sons why many of those with the flair for

leading research combining short-term

and long-run impacts will not be able to

move.

So we shall continue to be very dependent

on persons and groups outside centres.

Therefore the DH must ensure that in a de-

cade’s time, there will be persons in

DH-funded organisations other than cen-

tres, operating their research programmes in

ways which develop the long-run sci-

ence-push on policy and practice as well as

provide useful information for the present.

The contract culture will become still more

powerful and pervasive during the next de-

cade. The competition for research funds

will become even fiercer. Will those research-

ers working outside the centres become con-

ditioned by the pressure (and rewards) of

working on grants and contracts to such a

degree that they do not develop the art of us-

ing projects of immediate significance to de-

velop a policy argument over a decade or

more? The pressure is foreign to our experi-

ence because the contract culture in research

is new here. However, one can see from

American research how the mode of fund-

ing comes to dominate the nature of the

work produced.

The PSSRU and ‘science-push’

The PSSRU has always played a big part in

science-push. The impacts in this country

have been clear enough not to require illus-

tration. There have been documented results

in many other countries too.

Having a mission around the development

and application of a Unit paradigm, our

POW approach has helped greatly. It pro-

vides an intellectual framework and body

of logic, a repertoire of tools for collecting

and analysing data, a set of priorities for

guiding the design and selection of new

work. Its logics have guided those of our

policy and practice models; for instance,

budget-devolved care management of the

Kent Community Care project and its suc-

cessors, and our work on needs compensa-

tion in grant systems. The impact of POW

has occurred partly because its foci — eq-

uity and efficiency, needs resources and

outcomes and their interrelation-

ships — have become the foci of policy and

practice concerns. Regardless of changes in

funding structures, it will be the responsi-

bility of units like the PSSRU to ensure that

the needs both of science and of policy con-

tinue to be linked together in this way.

Adapting the PSSRU

So much for the great issue of DH research

of our day. There is the more local task: to

recognise our strengths and weaknesses;

to take steps to build on the former, and to

remove the latter. We shall be using the

changes to try to do both.

* Department of Health (1992) Review of the
Role of DH-Funded Research Units, report to the
Director of Research and Development of a
review team chaired by Dr P.O. Williams,
HMSO, London.

PSSRU Bulletin No . 9 — July 1993 35



Established in 1974 at the University of Kent at Canterbury, the
Personal Social Services Research Unit is now the largest social care

research unit in the UK, with some 40 staff members. Its work is
funded by the Department of Health, and other government

departments, the Economic and Social Research Council, charitable
trusts and international social welfare organisations.

PSSRU research focuses on needs, resources and outcomes in social
care: its concerns are resourcing, equity, and efficiency from the

perspective of users, agencies and others. A distinctive analytical
framework called the ‘production of welfare approach’ has been
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