
Introduction
Welcome to the third edition of Research Focus from the PSSRU at the University of 
Manchester.  In this edition we are highlighting material from several recent and ongoing 
projects.  Firstly we look at a piece of work undertaken to inform planning for the Dementia 
Strategy.  It concerns whether home care for people with dementia is more appropriately and 
effectively provided as a specialist service or as part of a more generic home care service.  
Secondly, we examine case management in the support of people with long-term 
conditions and the extent to which different ways of undertaking case management 
appear to influence hospital admission rates.  A third article considers performance 
measurement in social care and examines differences and similarities in the approaches 
used in England and Northern Ireland.  We also describe two new studies and identify 
the cross fertilisation of research undertaken on case management in England to the 
implementation of the Dementia Strategy in France.  This work is all highly relevant to the 
commissioning of services and the development of practice in the care and support of older
people. 
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Community Support Services for People with Dementia: The Relative 
Costs and Benefits of Specialist and Generic Domiciliary Care Services
This research was commissioned by the 
Department of Health to examine the relative 
merits of generic and specialist personal 
support for people with dementia in England.  
It formed part of the work underlying the 
National Dementia Strategy. The wider aim 
was to provide a source of guidance for both 
commissioners and service providers.

Methods
Several distinct methods were employed: 
• Literature review.
• Carer consultation (a discrete choice 

experiment eliciting the preferences of 
carers of people with dementia).

• Survey of local authority domiciliary care 
arrangements. 

• National data set analysis (to examine 
the impact of different service types on 
national admissions to care homes).

Findings
Some selective findings from the study are 
highlighted here.  

Review of existing models:
• Evidence from the literature review 

suggests that although specialist services 
for people with dementia exist in some 
localities, they are often underdeveloped.

• There is little substantive evidence of 
the differential benefits of specialist over 
more generic provision.  

• Definitions of specialist domiciliary care 
vary.  Some so-called generic services 
may have a specialist component when 
providing care to people with dementia.

• Studies highlight the benefits of 
considering the links between specialist 

care managers and service providers 
and the links (via outreach) between 
community mental health teams and 
domiciliary care providers.

• Specialist domiciliary care may have 
benefits if it is targeted on people with 
more severe needs (such as the later 
stages of dementia) and so its relative 
cost-effectiveness must be judged with 
reference to service users with similar 
levels of need receiving generic care. 

• Specialist providers tend to be smaller 
scale, so capacity is an important 
consideration with the multiple and 
changing needs of people with dementia. 

Carer consultation
Having the same care worker visiting each 
time was most highly valued by carers, whilst 
having home care workers specially trained 
in dementia care was also strongly preferred.  
Having to wait for a service or increased 
costs borne by carers were not judged to be 
as important in terms of whether they would 
choose a specialist service. Carers valued the 
personal qualities of the home care worker 
above all else. 
 
Survey of local authority domiciliary care 
Four broad groupings of local authorities in 
England were identified reflecting different 
mixes of specialist and generic home care 
provision in terms of commissioning; joint 
commissioning; contract specification; and 
service delivery.  None of these groups 
exhibited solely generic or specialist provision, 
although one group showed predominantly 
generic and one predominantly specialist 
features.  Clearly specialist home care

requires greater precision in definition: for 
example, within a model of home care where 
generic provision was the predominant focus, 
some authorities still provided a specific 
focus on old age mental health or dementia 
(through perhaps training or experience).  
The costs of specialist home care were
higher than generic, an average of £16 per 
hour against £13 per hour.  However, there 
was a considerable degree of overlap.

National data set analysis
• At the local authority level, there was no 

significant relationship between the type 
and mix of home care (generic/specialist) 
and the number of care home admissions 
for older people with dementia.  Over 
time, all four groups of authorities 
identified experienced a reduction in care 
home admissions in line with national 
trends.

• Factors relating to user need (e.g. 
living alone, referrals through hospital 
admissions) and the supply of care home 
places (capacity) were far more important 
than the type of home care provided.

Conclusion
Good quality and appropriate care appeared 
more important than whether providers were 
formally designated as specialist or ‘generic’.  
Commissioning therefore needs to define 
more precisely what we mean by specialist 
provision and for this to be part of a wide 
range of support for people with dementia.  

For further details see: 
Expert Briefing Paper 2 http://www.medicine.
manchester.ac.uk/pssru/PSSRUInformation/



The Personal Social Services Research Unit was 
established in 1974 and now has branches at three UK 
universities: the University of Kent, the London School 
of Economics and Political Science, and the University 
of Manchester. Its mission is to conduct high quality 
research on social and health care to inform and 
influence policy, practice and theory.

Evaluating Case 
Management 
for People with 
Long-Term 
Conditions
Health care policy in many countries has been 
concerned to minimise hospital admissions 
and reduce length of stay for people with 
long-term conditions, often via the use of case 
management. Case managers aim to identify 
very high users of unplanned secondary care 
services, and to actively manage and co-
ordinate their care, enabling them to remain at 
home longer whilst simultaneously reducing 
their need for reactive, specialist input.  In 
England, the role of community matron (case 
managers with clinical nursing skills) has 
been developed to undertake this function.  
Whilst patient and carer satisfaction may 
improve as a result, the evidence that case 
management for patients with complex long-
term conditions contributes to outcomes such 
as reducing hospital admission, length of stay 
and improving patient well being is equivocal.

The PSSRU at Manchester undertook a 
Department of Health funded multi-method 
study to examine the factors associated 
with changes in emergency admissions 
and associated length of stay for people 
with long-term conditions in receipt of case 
management.  Both organisational and 
patient level data were collected.  A cross-
sectional postal survey of managers with 
particular responsibility for  the development 
of case management for long-term conditions 
(CMLTC) was conducted in all ten primary 
care trusts (PCTs) in Greater Manchester.  
The 49-item questionnaire was designed to 
describe the current provision of nurse case 
management and a 100 per cent response 
was achieved.  In-depth interviews with these 
managers were also undertaken to better 
understand the different contexts of case 
management implementations.  In addition, 
the impact of these services was evaluated 
by means of a retrospective cohort analysis 
of patients enrolled to CMLTC with complete 
longitudinal admissions data for the nine 
months prior to and nine months post entry 
(n=867).  Resource utilisation outcome data 
for these patients were tracked through data 
routinely collected and held by the Tactical 
Information Service - an electronic database 
aimed at improving health services’ planning 
and decision making capacities.

Case managers were managed by health 
services staff in all PCTs and nearly all were 
based in a nurse team. Formal links with social 
care, such as social workers acting as case 
managers, were relatively uncommon. Staff 
groups most likely to act as case managers 
were community matrons, district nurses and 
other qualified community nurses.  However 
this varied by complexity of patient need, 
with a higher proportion of very high intensity 
users having community matrons, nurse 
consultants and advanced practitioners in 
training as case managers. A broad range of 
tasks were carried out by case managers in 
all PCTs and some role conflict for certain staff 
groups was highlighted. For example, district 
nurses undertook a disproportionate amount 
of ‘hands on’ or direct care. Size of caseload 
was an issue of contention and varied from 30 
to 80 (mean 47). With regard to the process 
of case management, all PCTs used referrals 
from other professionals to identify patients 
for the CMLTC service and the majority also 
utilised certain standard tools. 

The use of hospital services in the nine 
months prior to the CMLTC intervention and 
nine months post entry were compared. The 
mean number of hospital admissions and 
the mean length of stay for all admissions 
reduced significantly during that period. A 

9 months pre 9 months post Change 
scores (t2-t1)

Sig1

mean (sd) mean (sd) mean (sd)
Number of all admissions 
(spell)

1.5 (2.2) 1.2 (2.0) -0.3 (2.0) Z-3.889, 
p≤0.001

Length of stay for all 
admissions (days)

15.5 (30.1) 12.1 (26.8) -3.5 (37.2) Z-3.807, 
p≤0.001

Tariff2 for all admissions 
(spell) (£) 

3435.89 
(5250.78)

2547.78 
(4172.80)

-888.11 
(5913.41)

Z-4.543, 
p≤0.001

Number of emergency 
admissions (spell)

1.1 (1.7) 0.9 (1.7) -0.3 (1.7) Z-4.691, 
p≤0.001

Length of stay for 
emergency admissions 
(days) 

13.6 (28.5) 10.7 (24.7) -2.9 (35.2) Z-3.277, 
p=0.001

Tariff2for emergency 
admissions (£)

2770.87 
(4468.21)

2129.03 
(3889.05)

-641 (5323.01) Z-4.071, 
p≤0.001

Length of 
Stay (Days) 

(% pre*)

0 (post) 1-7 8-14 15-21 22-28 29+ Total 
9 months pre

0 (pre) 69.9 12.4 4.3 2.6 3.1 7.7 418
1-7 52.0 18.0 8.0 5.3 2.7 14.0 150

8-14 49.3 17.4 8.7 13.0 0 11.6 69
15-21 49.1 11.3 13.2 1.9 3.8 20.8 53
22-28 55.3 13.2 5.3 5.3 2.6 18.4 38
29+ 41.0 14.4 6.5 7.2 3.6 27.3 139
Total 

9 months post
508 122 54 41 25 117 n=867

Table 2: Transitions in lengths of stay after emergency admissions between nine 
months before and after addition to a Case Management caseload

Table 1: Hospital admissions and length of stay in the nine months before and 
after addition to a Case Management caseload (n=867)

1 Wilcoxon signed ranks test on 9 months before and after figures
2 Calculated using the Payment by Results tariff for 07/08

Stuart-Maxwell test of marginal homogeneity: Chi2 24.17 (df 5) p≤0.001
* row figures are % of pre case management length of stay groups

similar pattern was detected in the number of 
emergency admissions and associated length 
of stay (mean reduction of 0.3 emergency 
hospital admissions and 2.9 days in length 
of stay for emergency admissions). This 
was also reflected in significant reductions in 
tariffs (Table 1). Table 2 shows how length of 
stay in emergency admissions changes pre 
and post introduction of case management. 
Using regression analyses it was found that 
the single best predictor of reductions in 
hospital utilisation was previous admissions, 
which is of course an example of ‘regression 
towards the mean’ (i.e. patients with above-
average numbers of hospital spells tend 
to show marked improvement over time). 
Nevertheless, the analyses did single out 
case complexity and particular diagnoses 
as factors that co-determine the outcome. 
In addition particular characteristics of case 
management (such as an indicator  of closer 
linkage of case managers with hospital 
services) had a small effect on length of stay.
 
Reference:
Reilly S, Abell J, Brand C, Hughes J, Berzins 
K and Challis D. (Forthcoming). Case 
management for people with long-term 
conditions: impact upon emergency 
admissions and associated length of 
stay. Primary Health Care Research & 
Development.



The PSSRU was commissioned by the 
Economic and Social Research Council 
(ESRC), as part of its Public Services 
Programme, to evaluate the operation of 
performance measurement in social care. 
Traditionally, the performance of adult social 
care organisations in England has been 
monitored by means of nationally available 
indicators used as a basis for targets and 
comparison to reward good and condemn 
poor performance.  However, recent policy 
changes, prompted largely by criticisms 
concerning the unintended consequences of 
these measures and the neglect of the local 
performance perspective, have resulted in 
the streamlining of national indicators and the 
removal of composite ‘star’ ratings. In other 
countries though, performance has not been 
measured in the same way; performance 
measurement has been instigated for different 
purposes and used in different ways.

This research investigated the use of local 
performance systems for older people’s 
services and compared the construction 
and use of measures across England and 
Northern Ireland with the aim of observing 
what can be learned from other countries.  In 
2007/08 postal surveys were administered 
to all local authorities across England 
and all Health and Social Care Trusts in 
Northern Ireland.  The survey included 
information on the organisational context 
and the manner in which performance 
was measured.  Supplementing these, a 
series of interviews were conducted with 
managers in areas adopting distinctly different 
monitoring arrangements in order to identify 
the local management and organisational 
arrangements (such as culture and strategy) 
associated with the way they operated in 
relation to performance monitoring.  In total 
14 managers were interviewed, 10 in English 
local authorities and 4 in Northern Irish Trusts. 

Rationale for performance measurement 
The different rationales for measuring 
performance in England and Northern 
Ireland reflect a host of historical, political 
and cultural factors.  One important aspect in 
social care is how managers can monitor the 
provision of local services whilst recognising 

services; that ‘analysers’ (balanced and 
flexible organisations) and ‘prospectors’ 
(innovators and ‘industry leaders’) perform 
well in terms of higher national (‘star’) ratings, 
with ‘defenders’ (striving towards stability) 
and ‘reactors’ (only responding to threats 
from the immediate environment) performing 
less well (Figure 2).  Interviews with English 
managers provided further insight into how 
performance measurement arrangements 
in ‘analyser’ authorities may be influenced 
by the central performance regime.  One 
manager summarised the middle ground 
position of such ‘analyser’ authorities;

“So you do respond [to nationally set 
objectives], but I think we have tried to build 
in some of our own [local objectives]… 
rather than just meeting the needs of the 
PIs that they’d set nationally’’.

Driven by change and innovation, the position 
of ‘prospectors’ differs.  The accomplishment 
of national objectives can be placed before 
other priorities, to their detriment, as one 
manager commented on attempts to 
instigating change;

“Once you are moving from one position 
… a lot of energy is going into the kind 
of development side and as a result the 
basic day-to-day information is not nearly 
as good as it should be”.

Measuring the Performance of Performance Measurement

Length of 
Stay (Days) 

(% pre*)

0 (post) 1-7 8-14 15-21 22-28 29+ Total 
9 months pre

0 (pre) 69.9 12.4 4.3 2.6 3.1 7.7 418
1-7 52.0 18.0 8.0 5.3 2.7 14.0 150

8-14 49.3 17.4 8.7 13.0 0 11.6 69
15-21 49.1 11.3 13.2 1.9 3.8 20.8 53
22-28 55.3 13.2 5.3 5.3 2.6 18.4 38
29+ 41.0 14.4 6.5 7.2 3.6 27.3 139
Total 

9 months post
508 122 54 41 25 117 n=867

England Northern Ireland
Aim To regulate and direct performance of 

local agencies by central government
To develop understanding of complex 
system

Organisational 
context

Centralized accountability relationships 
between national and local governments 

Accountability relationships of mutual 
learning and development between 
Executive and local Trusts 

Form of data Aggregate authority-wide data for explicit 
comparison (‘ranking’); very few local 
data particularly on characteristics and 
dependency of users

Aggregate authority-wide data for 
descriptive comparison (‘intelligence’); 
very few local data particularly on 
characteristics and dependency of users

Performance 
issues

Cost efficiency; timeliness; balance 
between home and residential care

Cost efficiency; range of outputs; balance 
between home and residential care

Perceived 
problems

Lack of trust in rankings; gaming and 
manipulation of data by local authorities

Lack of incentives and unclear lines of 
accountability for improved performance

Proposed future 
changes

Reduction in national indicators and a 
focus on local issues

Increased formalised reporting

that performance is also important for public 
accountability.  The history in England is one 
of ‘top-down’ monitoring of local authorities’ 
performance, using performance measures 
for regulation, whilst although measures are 
available nationally in Northern Ireland, they 
are primarily used for descriptive purposes.  
Both approaches have benefits as well as 
costs. Whilst, in England, the call to reduce 
central control is being acknowledged, 
in Northern Ireland national targets have 
been advocated as one route to improving 
performance (see Box 1).  

Performance measurement and 
organisational context
Drawing on work by Miles and Snow (1978) 
we compared the different ‘strategic types’ 
prevalent in social care organisations in 
England and Northern Ireland (see Figure 1).  

The main strategy type (60% of English 
authorities and 100% of Northern Irish Trusts) 
was ‘analyser’, exhibiting a balance between 
minimising risk and pursuing innovation.  
This stance may be important within the 
performance environment in Northern Ireland, 
with no discipline effect of national ratings, 
and organisations being more consistent 
in their approaches.  Within England the 
results broadly echo research in other public 

Box 1: Comparison of performance contexts in England and Northern Ireland

Figure 1: Strategic types prevalent in English and Northern Irish 
social care organisations

Figure 2: Influence of management strategy on English National 
Star Ratings
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case management for people with dementia 
has been highlighted as a possible model 
for the development of case management in 
France (Challis et al, 2009).  

Reference:
Challis D, Sutcliffe C, Hughes J,  von 
Abendorff R, Brown P and Chesterman J. 
(2009). Supporting People with Dementia 
at Home. Ashgate, Farnham. 

Findings from this project have much to offer 
recent debate on the direction of performance 
measurement as we move, particularly in 
England, towards a reduction in national 
measures and targets and a greater stress 
on outcomes and local achievements (DCLG, 
2007).   Not only will the organisational context 
help shape performance measurement 

practices; it may also potentially influence the 
quality of service delivery.

References:
Department for Communities and Local 
Government (DCLG) (2007). The New 
Performance Framework for Local 
Authorities and Local Authority 

Partnerships: Single Set of National 
Indicators.  London: DCLG.

Miles R.E. and Snow C.C. (1978). 
Organisational Strategy, Structure and 
Process. Stanford, CA: Stanford University 
Press.

mechanism to coordinate the necessarily 
multiple service inputs as an alternative 
to admission to long-stay establishments.  
In Australia the strategic vision for the 
development of services suggests a not 
dissimilar role for social workers, that of 
helping people with dementia and their 
families ‘navigate’ the community care system 
with provision located within mainstream 
services.  Work undertaken by PSSRU on 

Increasingly countries are developing 
strategies for the care of people with dementia 
which include enhanced care at home, thereby 
demonstrating the important contribution 
of social work and care/case management 
to such service development.  There are, 
for example, detailed strategic plans for 
people with dementia in the Netherlands, 
England, France and Ireland, where care/ 
case management is identified as the key 

Case Management and Dementia in France

Future Work
The PSSRU will be involved in two interesting 
and exciting pieces of work.  

The first is a project looking at the under-use 
of mental health and social services by South 
Asian (SA) elders.  This project is funded by 
the National Institute for Health Research 
under the Research for Patient Benefit funding 
stream.  Dr Nitin Purandare from Community-
Based Medicine is the Principal Investigator 
and Professor David Challis and Dr Dave 
Jolley from PSSRU are Co-Investigators.  The 
work will look at why SA elders do not often 
seek help from health and social services for 

memory problems and common explanations 
for this lack of uptake. It will seek to identify 
the explanatory models used by older people 
and their families to understand and describe 
memory problems and to examine the 
extent to which different explanatory models 
influence uptake and access to services.

The second piece of work will focus on the 
allocation of resources in adult social care.  
Current developments in social care require 
the development of resource allocation 
mechanisms which promote choice and 
self-direction and are demonstrably fair and 

objective in their determination. The proposed 
study is designed to promote a greater 
understanding of this process.  Areas of 
enquiry will comprise: existing approaches to 
resource allocation; variation in approaches 
both between and within user groups; and 
perceptions of stakeholders on important 
factors in resource allocation. This research, 
by providing an evidence based approach 
to resource allocation, will contribute to 
the achievement of a more transportable, 
transparent and clearly understood approach 
to the allocation of resources between people 
with different needs.


