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Aim and structure 
Aim: to describe and discuss some recent ‘economics’ 
research in social care that (potentially) contributes to 
policy and practice discussion. 

A. A simple conceptual framework

B. Financing long-term care

C. Plurality and markets

D. Technology of care

E. Prevention 

F. Co-production, carer support

G. Outcomes, efficiency, equity

H. Next steps 

And in the process 
I will identify some 

associated 
policy/practice 
‘challenges’.



A simple 
conceptual 
framework



The production of welfare framework

User needs and 
preferences

Knapp PhD thesis 1980; Davies & Knapp 1981; Knapp EoSC 1984



Some current policy/practice themes

User needs and 
preferences
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Financing 
long-term 
care 



Population ageing in England

DWP Opportunity Age 2005



Micro-simulation/projection modelling
PSSRU Long-Term Care Finance Model (since late 
1990s) and Dynamic Micro-Simulation Model of health, 
social care and benefits systems since 2005. Detailed 
analyses for:

• Royal Commission on LTC 1999

• Wanless Review 2006

• Dilnot Review 2011

• Dept of Health and HM Treasury before and since

Looks at numbers needing care, support available, 
costs, financing options, insurance possibilities … for 
older people and younger age groups.

Wittenberg et al Hlth Stat Q 2001; Fernandez & Forder Ox Rev Ec Pol 2010



Projected social care-related costs to 
2026 – England (at 2007 prices)
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Projected expenditure growth because:
• Population is expected to age
• Age/gender-specific prevalence of 

need assumed to remain constant
• Less family/unpaid care assumed to 

be available
• Real inflation in unit costs in a labour-

intensive sector



Small minority 
with 

‘catastrophic’ 
costs

Projected lifetime care costs at age 65

Estimates from Jose-Luis Fernandez & Julien Forder for Dilnot



Policy/practice challenge #1 … 
… is how to design a long-term care financing system 
that is affordable, sustainable, efficient and fair 
(in terms of public-private balance, across income and 
need groups).

• New proposals for social care (Feb 2012) put a ‘cap’ 
on how much an individual will have to pay; not 
seen as generous or comprehensive.

• This may encourage a long-term care insurance 
market to emerge in the UK (at last).

• No proposals for changing health care funding … but 
availability and funding of health care clearly 
influence need and demand for social care.

Failure OF LTC insurance market?
Reluctance on the demand side:
• Ignorance / uncertainty about LTC needs
• Ignorance about LTC personal costs
• Uncertainty about public coverage
• High costs; low affordability
Reluctance on the supply side:
• Uncertain trends in longevity and disability
• Adverse selection
• Moral hazard concerns
• Small number of lapses
• Unclear regulatory framework



Plurality and 
markets



A simple mixed economy matrix

 Public Voluntary Private Informal 

Public 
sector 

    

Charitable     

Corporate     
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Supported residents (care homes) by 
accommodation type, England, 1993-2008



Analyses of care markets
Series of analyses of the structure of markets for care 
services as they have (quite rapidly) developed:

• Residential child care: competition, ‘contracting-out’ 
(1980s)

• Contracting-out of adult social care (1990s)

• Extent of competition, profit margins, price and 
quality impacts (currently, led by Julien Forder)

• Growing interest in impact of personal budgets on 
care and support markets.



Policy/practice challenge #2 … 

… is how to enjoy the benefits of market competition 
for products that are ‘experience goods’ with 
poorly defined outcomes, asymmetric provide 
power, and uninformed ‘weak’ consumers.

• Some social care markets are quite fragile, with 
excessive provider power or commissioner power.

• 35% of care home residents are self-funders (and 
growing fast); these people spend large amounts 
on services but have little to guide their decisions 
in advance of moving into homes.



Community 
facilities & services 
that we all use –
transport, health, 
housing.
Access to 
information and 
advice

People 
choosing who 
provides their 

support and 
what form it 

takes – i.e. self-
directed support

Early intervention; 
low-level services; 
support available for 

people to stay 
independent for as 

long as possible

People as 
participants in 
their 
communities, 
friendships and 
family 
relationships

Personalisation



Evaluation of individual budgets
Individual social care users given the option of holding 

an individual /personal budget (IB)
o Randomised trial – IB and comparison groups (but 

lots of flexibility within those groups about how the 
budget could be routed and spent)

o Follow-up interviews after 6 months; and in-depth 
qualitative interviews with 20% of users 

Core question:
Do individual budgets offer a better way to support

disabled adults and older people than conventional 
methods of resource allocation and service delivery

What did we find?             

Glendinning et al 2008 report; journal papers now published



Outcomes and costs

Outcome/cost domain Pooled Groups?

Quality of life No difference Mental health 
(IBs better)

Psychological well-being No difference Older people 
(IBs worse)

Social care outcomes No 
difference*

No 
difference*

Satisfaction IB group did 
better

Phys/Sensory 
disability (IBs 

better)
Costs IB costs 

slightly lower
No difference

* ‘Felt control’ better for pooled and ID group (IBs better)



Outcome and cost variations: summary

Predictors of costs
included:

 ADLs (+)
 Cognitive impairment (+)
 Age (-)
 Live-in carer (-)
 Mental health needs (-)
 In employment (-)
 White (-)
 Refused IB (+)
 No support plan (+) 

Predictors of outcomes
(in series of separate 
analyses) included 
similar factors, plus:

 IB group allocation (+)
 Level of expenditure on 

support (+)
 No support plan (+)

Jones et al Pub Mon Managt 2012; Netten et al BJSW 2012



Are IBs cost-effective?
o Some evidence of cost-effectiveness in overall 

pooled sample in respect of social care outcomes
o Weaker evidence of cost-effectiveness with respect 

to psychological well-being
o But significant variations by user group:

 IBs more cost-effective for people with 
physical/sensory disability, and people with 
mental health needs

 No evidence of cost-effectiveness for older 
people

o Level of support influences outcomes, with 
implications for cost-effectiveness

Glendinning et al 2008 report; journal papers now published



Policy/practice challenge #3 … 
… is how to balance empowerment for individuals 
using social and health care – better responsiveness to 
their needs and preferences – with the statutory duties 
of care and safety.

• Individual capabilities are often limited

• Carer capabilities ditto … plus risk of exploitation

• Brokerage is under-developed

• Impacts on provider markets not fully worked 
through yet.

• Need to address reluctance of professionals to give 
more control to service users / patients.



Technology of 
care



If the clinical/care 
question is:

‘Does this 
intervention 
work?’

Then the economic 
question is:

‘Is it worth it?’

Cost-effectiveness: dimensions

Which costs?
- depends on the 
decisions to be informed 
Which outcomes?
- meeting needs
- quality of life
Over what period?
- longer is better, but …
- consider modelling
Crunch - Is it worth it?
- trade-offs aren’t easy



Example: cognitive stimulation therapy
 Cognitive stimulation therapy (CST) developed 

from reality orientation and reminiscence therapy
 Delivered (initially) in group sessions in care 

homes and day centres 
 Sessions focused on themes such as childhood and 

food, with an additional focus on the current day; 
encouraged use of information processing and 
implicit memory rather than factual knowledge 
and explicit memory.

 Randomised trial in London and Essex; n= 201
 8-week follow-up

Spector et al BJPsychiatry 2003; Knapp et al BJPsychiatry 2006



CST – outcomes 

At 8-week follow-up – people who had CST 
had significantly greater improvements than 
people who got care/treatment as usual in 
terms of the outcomes pre-specified for the 
study:
• MMSE (cognition)
• ADAS-Cog (cognition)
• QoL-AD (dementia-specific QOL) 

So CST had better outcomes than usual 
care/treatment  

Spector et al BJPsychiatry 2003



0

100

200

300

400

500

TAU baseline CST baseline TAU follow-
up

CST follow-
up

C
os

ts
 o

ve
r 8

 w
ee

ks
 (£

)

CST

Health & social
care

Residential care

CST – costs 

Knapp et al BJPsychiatry 2006



0

0.1

0.2

0.3

0.4

0.5

0.6

0.7

0.8

0.9

1

0 50 100 150 200

Willingness to pay for additional point on MMSE/QoL scales (£)

P
ro

ba
bi

lit
y 

of
 c

os
t-e

ffe
ct

iv
en

es
s

MMSE QoL

Cost-effectiveness acceptability curves 
(CEACs) – showing the trade-offs 

Knapp et al BJPsychiatry 2006



So … CST had (significant) benefits for people with 
dementia in relation to

• cognition and
• quality of life

But slightly higher costs for the CST group, although 
not significantly different.
However, CEACs show quite high probability that CST 
would be seen as more cost-effective than usual care.
But … are these results maintained? New study (of 
Maintenance CST) recently finished.
And are there advantages in Individualised CST? New 
study underway.

CST – conclusions from this study 



Policy/practice challenge #4 … 
… is how to gather evidence to guide choice of care and 
support arrangements (‘technology’) … and ensure the 
appropriate move from research to implementation.

E.g., CST not widely implemented despite good 
evidence base (including Cochrane reviews and 
NICE/SCIE guidelines).

• Do social care commissioners not ask for it?

• Do (non-statutory) providers not want to deliver it?

Generally, will the NICE Collaborating Centre for 
Social Care (with economics inputs) improve 
implementation?



Prevention





Defining prevention … in health
Primordial prevention
o Prevention of the risk factors themselves – social, economic 

and cultural patterns of living that contribute to elevated risk of 
illness (including through better understanding of genetics) 

Primary prevention
o The prevention of a disease before it occurs
o Includes health promotion and requires action on the 

determinants of health to prevent disease occurring.
Secondary prevention
o Prevention of recurrences or exacerbations of a disease that 

already has been diagnosed
o The early detection of disease, followed by appropriate 

intervention, such as health promotion or treatment.
Tertiary prevention
o Aims to reduce the impact of the disease, reduction in 

disability, promotion of quality of life
o Active rehabilitation to achieve the highest level of function. 



In social care …

… the same distinctions could be made, although 
discussion to date has not been very extensive.

• However, it has been social care policy for some 
years to target resources on ‘high-level needs’.

• So - fewer older people now get support, through 
the tightening of eligibility criteria (see next slide)

• Low-level (preventative?) services are generally 
not provided in public sector.

• So, can communities pick up that responsibility?



Home care: volume, intensity and 
coverage (publicly brokered), 1993-2008



Building community capacity - economics
Three activities to date:
• Evaluation via modelling funded by DH
• Collaborative evaluation funded by SSCR (underway)
• Scoping review funded by SSCR (published)
The modelling study fed into national policy. We …
• Looked at examples of social capital building known 

or believed to be effective
• Consulted widely on potential economic impacts
• Built simulation models to estimate pay-offs
So far we have focused on: time banks; befriending; 

and community navigators (debt, housing advice).

Knapp et al Comm Dev J 2013; Marsh et al SSCR Scoping Review 2013



Time banks
Time banks use hours of time rather than pounds as a 

community currency: participants contribute their 
own skills, practical help or resources in return for 
services provided by fellow time bank members. 

Economic impacts:
o Cost per time bank member per year ranges from 

£312 to £902 (mean £607)
o … but could result in savings / other economic 

pay-offs of c.£1300 per member, …
o … of which £187 are short-term cashable to govt.
Plus time banks can have wider impacts than those 

estimated; hence additional economic pay-offs.

Knapp et al Comm Dev J 2013



Befriending
Befriending services – many run by voluntary and 

community organisations. Heavily reliant on 
volunteers. Aim to reduce social isolation, loneliness 
and depression, particularly for older people.

Economic impacts:
o Costs range from £58 to £120 for 1 hour a week 

over 12 weeks (we took £90 per older person)
o … but befriending has economic value of >£490

per person when QOL gains are taken into account.
o These include short-term cashable savings to 

government of £38 (NHS). 
Plus probable future savings / economic gains

Knapp et al Comm Dev J 2013



Community navigators
Community navigators: volunteers trained to reach out to 

vulnerable people. Provide emotional, practical, social 
support; information; signposting. Typically work at 
interface between the community and public services.

Economic impacts:
o When working with hard-to-reach individuals to provide 

benefit and debt advice, cost could be as low as £340, 
although we assumed £611 per person

o … but there are economic benefits from less time lost 
at work, savings in benefits payments, contribution to 
productivity and fewer GP visits could be £360 per 
person in the first year alone.

o Plus quality of life improvements from better mental 
health – pushing overall economic gain to >£1200.

Knapp et al Comm Dev J 2013



Policy/practice challenge #5 … 
… is how to prevent needs for health and social care 
emerging, or delay them, or lessen their impact.

• How, in particular, to generate the evidence in 
support of prevention programmes? Can decision-
makers wait long enough for research findings?

• If not, can simulation modelling studies help in the 
short-term?

• Evidence on community initiatives is encouraging. 

• NB many social care initiatives have big (biggest?) 
impacts outside social care sector itself – hence 
coordination as well as temporal challenges.



Co-production, 
supporting 
carers



The contribution of carers to dementia 
care (measured in cost terms)

Knapp et al, Dementia UK report 2007



Supporting dementia carers
Few robust evaluations of support for carers of people 
with dementia; almost no economic evidence. 

START trial (funded by NIHR) to evaluate manual-
based coping intervention for family carers of people 
with dementia over 8 sessions, plus relaxation CDs. 

Findings currently under peer-review, but

• Good outcomes for carers (anxiety, depression) 
over first 8 months

• Cost-effectiveness (cost per QALY) looks good too.

• Longer-term evaluation of impacts on person with 
dementia underway.

Livingstone et al submittted 2013; Knapp et al subm’d  2012



People with dementia and depression
SADD trial (funded by NIHR HTA programme) to 
evaluate two types of antidepressant treatment. 

• Depression very common for people with dementia.

• 39-week trial of 339 people found no significant 
differences in depressive symptoms between 
sertaline, mirtazapine or placebo treatment.

• However, there appeared to be a cost-effectiveness 
difference …

Banerjee et al Lancet 2011; Romeo et al BJPsychiatry 2013



Cost-effectiveness acceptability curves 
(CEACs) – SADD study

Romeo et al BJPsychiatry 2013



People with dementia and depression
SADD trial (funded by NIHR HTA programme) to evaluate two types of 
antidepressant treatment. 

• Depression very common for people with dementia.

• 39-week trial of 339 people found no significant differences in depressive 
symptoms between sertaline, mirtazapine or placebo treatment.

• However, there appeared to be a cost-effectiveness 
difference …

• When carer time was taken into account, and the 
quality of life of people with dementia, mirtazapine 
looked more cost-effective. 

• Positive effects on sleep, and reduced carer burden

• … raising complex ethical issues about treatment.

Banerjee et al Lancet 2011; Romeo et al BJPsychiatry 2013



Policy/practice challenge #6 … 
… is how to increase/maintain supply of family and 
other unpaid carers when demographic and labour 
market trends are going in the ‘wrong’ directions.

• Many strands to the refreshed Carers’ Strategy to 
support and inform carers; to offer respite etc. Can 
we generate robust evidence to guide 
implementation?

• Can employers carer-friendly workplaces? (Cf. SSCR-
funded research led by Linda Pickard at LSE).

• Who should be the focus of attention: the carer or 
the cared-for? What are the ethics of this?



Outcomes, 
efficiency, 
equity



Measuring social care outcomes

o Outcomes should be defined and measured in terms 
of the extent to which needs are met and 
preferences are satisfied …

o … i.e. the changes that are achieved in the lives of 
individuals and their families along domains 
considered by them and by society as important.

o Many social care users have heavy health needs, so 
we may need to examine health outcomes too 
(including health-related QALYs perhaps)

o PSSRU work in this area for 30+ years, now led by 
Ann Netten, now supported through QORU (see 
website).



Dimensions of relevance in social care
o Personal cleanliness and comfort – including dressing and 

grooming, feeling presentable
o Food and drink – nutritious, varied, culturally appropriate 

diet
o Personal safety – free of fear from abuse, falling, physical 

harm
o Clean and comfortable accommodation – good home 

environment
o Social participation and involvement – meaningful 

relationships with friends and family; involvement in 
community

o Control over daily living – choice over activities
o Occupation – meaningful activities (work, caring, leisure…)
o Dignity – negative and positive psychological impact of 

support and care on individual’s personal sense of significance



Outcomes – the ASCOT approach
Programme of work led by 

Ann Netten (PSSRU, Kent)
What is the impact of social 

care on quality of life?
Fundamental aim is utility, 

happiness or well-being
Influenced by functioning 

states:
• being clean, fed, safe
• feeling in control, occupied, 

socially engaged
Emphasis on capability to 

achieve improved functioning

Utility/well
-being

Functioning

Service choices

Capability

Work also done on preferences 
to generate social care ‘QALYs’



Policy/practice challenge #7 … 

… is how to measure outcomes in relevant, 
sensitive, manageable ways, and also how to use 
them:

• to improve the efficiency of social care and related 
services and systems; and

• to ensure better equity (fairness) in access to 
good treatments and support.

• Those outcomes also need to cover the process of 
care; e.g. look at dignity, choice, independence 
and risk.



Next steps?



Alongside other disciplinary approaches, economics 
research is generating a wide range of useful 
evidence to inform policy discussion and practice 
development.

Next? Perhaps more on economic incentives, similar to:
• The GP contract and QOF points
• Payment by results (sic)
• Performance-related pay
• Payment for performance across public sector (P4P)
• Social impact bonds
• Financial rewards for patients (e.g. FIAT trial)

Using economics
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Thank you
m.knapp@lse.ac.uk
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Recession is bad for your health

Unemployment
Poverty
Reduced income
Debt
Housing problems 
Family disruption
Social deprivation
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Recession is bad for your health

Unemployment
Poverty
Reduced income
Debt
Housing problems 
Family disruption
Social deprivation

Lower wellbeing

More mental health 
needs

Greater inequalities

Lower resilience

Higher suicide rate

Slower recovery

More social 
isolation

Poorer diets, 
hence obesity

More alcohol misuse

Hardened attitudes



The 10 challenges

1. Best use of societal resources

2. An affordable, fair long-term care financing system

3. Coordinate health and social care

4. Harness the benefits of market competition

5. Encourage better technologies (treatment, care)

6. Prevention is better than cure, but only if you fund it

7. Individual empowerment in safe ways

8. Increase inputs from family and other unpaid carers

9. Use outcome measures to drive efficiency & equity

10. … all in a context of macroeconomic difficulties.



The challenge … 

… is how to encourage development of better 
treatment and care to meet needs, and improve 
health and well-being with available resources.

• Health technology appraisal research funded by 
government (through NIHR HTA programme, RCUK)

• Formal HTA bodies such as NICE, SHARE etc

• NICE responsibility has spread into social care (cf. 
new National Collaborating Centre for Social Care)

• Growing formalisation of evidence-gathering and 
synthesis; more emphasis on methodological rigour 
… and growing demand for economic evaluation. 



Reablement: 
the 
SPRU/PSSRU 
study in 
England



Home care reablement: study aims
Context
 Short-term, specialist home care-based reablement: an 

approach that aims to help people ‘do things for themselves’. 
Provides personal care, help with ADLs and other practical 
tasks for time-limited period (up to 6 weeks).

 Some are ‘discharge’ services for people leaving hospital; 
some are ‘intake’ services for people meeting FACS criteria 
who are referred for home care.

Study aims
 To examine immediate and longer-term benefits of home care 

reablement: user-level (improved independence, QOL, 
experiences) & service-level (reduced demand for services).

 To examine costs of use of social care and other services
 To evaluate cost-effectiveness relative to standard home care.

Jones et al. (2009) and Glendinning et al (2010) SPRU/PSSRU reports



Study design

Sites 
 Five reablement sites and five comparison sites; not a 

randomised trial.
User characteristics
 Newly referred to adult social care services or (existing users) 

referred for review after major change in circumstances;
 accepted as eligible under FACS criteria;
 aged 65 years or older;
 with mental capacity to understand research and consent to 

participation.
Comparison
 Compare costs and outcomes over 12 months between 

reablement and standard home care users.

Jones et al. (2009) and Glendinning et al (2010) SPRU/PSSRU reports



Outcome and cost measures

Outcomes
 Self-perceived health (from Robine et al 2003)
 Perceived quality of life (from Bowling et al 2002)
 Health-related QOL – using the EQ-5D
 Social care-related QOL – using the ASCOT
Costs
 Costs of social care and health care services used 

over the 12-month period
 Costs of the reablement services too
 Did not measure costs of unpaid care

Jones et al. (2009) and Glendinning et al (2010) SPRU/PSSRU reports



Impacts on outcomes and costs

Impact on outcomes
 Health-related QOL (measured by EQ-5D) – significantly better
 Social care-related QOL (measured by ASCOT) – also significantly 

better, but less marked than for EQ-5D
 Stronger effect of re-ablement on EQ-5D than on ASCOT “not 

surprising given the nature of reablement”.
 Reablement service users and carers reported broadly positive 

experiences

Jones et al. (2009) and Glendinning et al (2010) SPRU/PSSRU reports



Impacts on outcomes and costs

Impact on outcomes
 Health-related QOL (measured by EQ-5D) – significantly better
 Social care-related QOL (measured by ASCOT) – also significantly 

better, but less marked than for EQ-5D
 Stronger effect of reablement on EQ-5D than on ASCOT “not 

surprising given the nature of reablement”.
 Reablement service users and carers reported broadly positive 

experiences
Impact on costs
 Costs of social care services used: 60% lower over 12 months for 

people in reablement group than in standard home care
 But this saving was almost entirely offset by initial cost of 

reablement itself. Difference fell to £380.
 Adding social care, reablement and health costs – no statistically 

significant difference over 12 months.

Jones et al. (2009) and Glendinning et al (2010) SPRU/PSSRU reports



Cost-effectiveness results

 Reablement is cost-effective with respect to improving 
outcomes for service users as measured by EQ-5D. 

 Slightly less likely to be cost-effective when account is 
taken of health costs.

 With ASCOT as the outcome measure, the results are 
more tentative. With just social care costs, it is 
‘reasonable to conclude’ that reablement is cost-
effective. But the likelihood of cost-effectiveness is ‘much 
lower’ if health costs are included.

 If they had measured opportunity costs of unpaid carer 
inputs, the cost-effectiveness case would probably have 
been stronger.

 Yes, reablement appears to be ‘worth it’.

Jones et al. (2009) and Glendinning et al (2010) SPRU/PSSRU reports
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Programme of work 
for the Dept of 
Health in England.

Aim: to inform 
national policy 
development and 
local commissioning. 

Small budget, short 
timescale, no opp’y 
for primary data 
collection … so used 
modelling methods.

Knapp et al Mental Health Promotion …, DH report 2011; Knapp Evid‐Based MH 2012
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Our approach
o Looked at evidence-based interventions (NHS and 

non-NHS): must have well-established outcomes
o Considered 25; modelled 15 interventions
o These 15 are not necessarily the priority areas

o For each … what economic consequences could we 
measure – short- or long-term; narrow or wide

Knapp et al Mental Health Promotion …, DH report 2011; Knapp Evid‐Based MH 2012

o Measured economic impacts by system/budget
o … and by year, discounted back
o If in doubt, we were conservative with our estimates
NOTE Any ‘economic pay-offs’ are over and above the health and 
QOL benefits to individual patients/users



Modelling as a faster, cheaper approach
Instead of collecting new data over time … use previous 

studies and routine data collections to simulate the 
impacts of an intervention.

Trace ‘pathways’ through a care system or a life-course
Estimate the associated outcomes and costs



Modelling as a faster, cheaper approach

McDaid et al, in Knapp et al DH report 2011; Mills et al Am J Health Promotion 2007

Instead of collecting new data over time … use previous 
studies and routine data collections to simulate the 
impacts of an intervention.

Trace ‘pathways’ through a care system or a life-course
Estimate the associated outcomes and costs



Modelling as a faster, cheaper approach

McDaid et al, in Knapp et al DH report 2011; Mills et al Am J Health Promotion 2007

Instead of collecting new data over time … use previous 
studies and routine data collections to simulate the 
impacts of an intervention.

Trace ‘pathways’ through a care system or a life-course
Estimate the associated outcomes and costs

Attach costs to the 
intervention and 
values to outcomes
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Economic pay-offs per £1 
investment NHS

Other 
public 
sector

Non-
public 
sector

Total

Early identification and intervention as soon as mental disorder arises

Early intervention for conduct disorder

Health visitor interventions to reduce postnatal 
depression

Early intervention for depression in diabetes

Early intervention for medically unexplained symptoms

Early diagnosis and treatment of depression at work

Early detection of psychosis

Early intervention in psychosis

Screening for alcohol misuse

Suicide training courses provided to all GPs

Suicide prevention through bridge safety barriers

Promotion of mental health and prevention of mental disorder

Prevention of conduct disorder through social and 
emotional learning programmes

School-based interventions to reduce bullying

Workplace health promotion programmes

Addressing social determinants and consequences of mental disorder 

Debt advice services

Befriending for older adults
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Economic pay-offs per £1 
investment NHS

Other 
public 
sector

Non-
public 
sector

Total

Early identification and intervention as soon as mental disorder arises

Early intervention for conduct disorder 1.08 1.78 5.03 7.89

Health visitor interventions to reduce postnatal 
depression 0.40 - 0.40 0.80

Early intervention for depression in diabetes 0.19 0 0.14 0.33

Early intervention for medically unexplained symptoms 1.01 0 0.74 1.75

Early diagnosis and treatment of depression at work 0.51 - 4.52 5.03

Early detection of psychosis 2.62 0.79 6.85 10.27

Early intervention in psychosis 9.68 0.27 8.02 17.97

Screening for alcohol misuse 2.24 0.93 8.57 11.75

Suicide training courses provided to all GPs 0.08 0.05 43.86 43.99

Suicide prevention through bridge safety barriers 1.75 1.31 51.39 54.45

Promotion of mental health and prevention of mental disorder

Prevention of conduct disorder through social and 
emotional learning programmes 9.42 17.02 57.29 83.73

School-based interventions to reduce bullying 0 0 14.35 14.35

Workplace health promotion programmes - - 9.69 9.69

Addressing social determinants and consequences of mental disorder 

Debt advice services 0.34 0.58 2.63 3.55

Befriending for older adults 0.44 - - 0.44


