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acute domiciliary care

H
igh acuity or 
intensive home 
care is not new.  
Thousands of 
people who have 
undergone major 
neurological trauma 

or disease, including those relying on 
a ventilator to sustain their life, are 
looked after in their own homes 24/7 by 
professional carers.  However, to date, 
such care has been chosen and organised 
by commissioners and healthcare 
professionals, not the person themselves.  
This is changing.  

As of last month, personal health 
budgets, whereby the money follows the 
patient and people themselves are the 
main decision maker in who provides 
them care, became obligatory.  Currently, 

any person in need who wanted to, can 
choose to have a personal health budget 
and with it the power to choose which 
company delivers their care.  Similarly, 
the Care Act 2014 provides further 
impetus to use personal budgets in 
social care.  Although direct payments 
have been with us for some time, the 
transition to a more comprehensive 
system of personal budgets which include 
residential care will focus attention on 
high acuity domiciliary care as a likely 
preferred option for those for which it is 
suitable.

Market definition is not 
easy
The challenge to understanding the high 
acuity domiciliary market is that it is not 

a well-defined space and therefore not 
well-analysed.  It does not fall neatly 
into one of the core client groups tracked 
by local authorities, although physical 
disabilities would be a significant 
element, and NHS Continuing Care data is 
not detailed enough to yield substantive 
insights.  Nevertheless, the market is 
generally acknowledged to encompass 
those with disabilities resulting from 
brain or spinal cord injury and a cohort 
of adults with learning disabilities for 
whom long term intensive support 
in their own home is a viable option.  
Other conditions, such as neurological 
conditions (often degenerative and 
including dementia), mental illness and 
physical disabilities with other causes, 
could also result in needs which can be 
met through a package of intensive or 
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of Candesic examine how intensive 
home care is being considered as an 
alternative to institutionalising people 
with debilitating neurological conditions
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high acuity home care (figure 1).
The lack of precise information on this 

sector also extends into financial data, 
so it is difficult to reach meaningful 
conclusions about the size of the market.  
Top-down, we know that local authorities 
spend around £730 million on home 
care and direct payments for adults 
with physical disabilities, excluding 
older people, and NHS England spends 
around £300 million on neurological 
conditions and traumatic injury in social 
care settings.  In both cases, high acuity 
domiciliary care would be a sub-set and 
some clients may well receive a mixed 
package of funding (figure 2).  Bottom-
up, we can make some assumptions 
about segment sizes and we arrive at an 
estimate of £1.8 billion, for all ages.  As 
with all public spending, there is pressure 

on these budgets, but due to the small yet 
venerable nature of these service users, 
the pressure is not as great as with more 
commoditised forms of home care.   Of 
course, commissioners will continue to 
look for solutions which offer ‘value for 
money’, even as they delegate control of 
personal budgets to individual clients.  

Finally, the term high acuity or 
‘intensive’ home care itself is not precisely 
defined and is used to describe packages 
which range from 20 hours per week right 
up to 24/7 care delivered by multiple 
carers.  It can embrace packages of care 
which are defined by a predominant 
health need, exclusively personal care, 
or a mixture of the two.  The most 
interesting segment of the spectrum for 
specialist high acuity home care providers 
is 24/7 care cover, generally with fees of 

£1,300/week and high barriers to entry.  
This is not just about providing 24/7 care 
with minimally trained staff: people who 
require 24/7 care tend to have serious 
conditions requiring significant nursing 
and clinical support.  

In the case of brain or spinal cord 
injury, these conditions will be relatively 
stable, but may be much less so for those 
living with a degenerative illness.  The 
provider has to coordinate a team of carers 
and nursing staff to provide a complex 
bespoke package which is flexible 
enough to deal with each individual 
service user’s unique requirements.  This 
is not something which ‘ordinary’ home 
care agencies can do easily and requires 
specialist knowledge and skills which 
are difficult to replicate or even acquire.  
Margins are also higher for the more 
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Figure 1
CONDiTiONS WHiCH MAY reQuire HigH ACuiTY DOMiCiLiArY CAre

* Causative link: non-traumatic brain injury can also result from neurological illnesses such as meningitis or encephalitis
Source: Candesic analysis
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specialist providers as the high acuity 
part of the market is not commoditised.  

The market for 24/7 home care is 
relatively small.  The original ‘Neuro 
Numbers’ paper by The Neurological 
Alliance suggested that there were around 
350,000 people of all ages disabled by 
a neurological condition (including 
traumatic brain or spinal cord injury) 
who needed help with most daily tasks. 
However, many of these will be cared for 
by family, or be older and be placed in an 
elderly care home.  Our estimate is that 
there are around 20,000 receiving 24/7 
domiciliary care and only c.1,000 new 
service users each year, although this is 
highly sensitive to assumptions.  

Market drivers are complex

But what is driving this market and 
what are its prospects?  It is clear 
from the personal budgets legislation 
that the policy trend is to empower 

people to receive care in their homes 
over residential care if they so choose.  
However, what about the underlying 
clinical demand?  

Candesic has reviewed the rates of road 
traffic and industrial accidents, hospital 
episode statistics relating to neurological 
trauma and disease, and other drivers 
of demand.  Demographic change also 
provides some clues to future trends.  
While the rate of serious and fatal 
accidents is falling, anecdotal evidence 
suggests that due to better safety and 
medical provisions, more are surviving 
with serious brain or spinal column 
injury.  NHS admissions data shows 
growth in numbers admitted following 
falls.  At the same time, the age profile 
of patients is changing, with admissions 
for spinal cord and brain injury showing 
an ageing profile (figure 3).  Furthermore, 
life expectancy for those living with the 
consequences of brain and spinal cord 
injury is rising due to better care and even 

people with progressive conditions are 
surviving for longer.  This has a complex 
effect on demand:  demand is increasing 
due to better survival, yet those who are 
getting injured are increasingly older 
people who have a shorter lifetime care 
need.  

All this has consequences for strategic 
direction.  There will always be people 
acquiring severe physical disabilities as 
a result of traumatic brain or spinal cord 
injury who will require lifelong intensive 
home care.  Once their condition has 
stabilised and rehabilitation is complete, 
many could then go on to live out normal 
lifespans, so their package of care will 
endure for many years.  Rapid organic 
growth in this sub-sector is therefore 
not possible.  By contrast, growth in 
the number of older people living with 
dementia or the consequences of a fall 
is likely to be much higher.  While the 
former requires a business model which 
delivers stable, long term care packages, 
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Figure 2
iNTerFACe AND SPeND BeTWeeN HeALTH AND SOCiAL CAre 
FOr HigH ACuiTY DOMiCiLiArY CAre

* Local authorities are not usually providers, commissioning services from third party providers to meet needs identified by council social 
workers.  
Source: Candesic analysis
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the latter requires a more nimble model 
capable of managing faster churn 
with efficient referrals, assessment and 
delivery processes.  

Furthermore, there may be an 
opportunity to focus on older (65 plus) 
service users.  This segment is growing 
the fastest and could be attracted by a 
compelling home care package and a 
genuine alternative to being cared for in 
a care home.  At the same time, with the 
rise of personal budgets, it is likely that 
greater numbers of older people would 

choose home care over residential care.  

Costs are uncertain

A recent Employment Appeal Tribunal 
(EAT) case (Slavikovska) found that 
where there are minimum staffing levels 
requiring care workers to be on site, they 
were entitled to be paid the National 
Minimum Wage (NMW).  Ireland already 
made a similar ruling in September.  This 
will be a challenge for providers whose 
staff stay overnight with the service 

user.  These staff are usually paid a flat 
rate which works out much lower than 
the NMW, so the ruling could mean a 
significant extra cost for the provision of 
shift workers on site and ‘on call’ for any 
unexpected care needs.  

In some instances, it may only require 
reconfiguration of staff rosters.  The new 
requirement is likely to be measured 
across both day and night time earnings, 
meaning that total average hourly 
earnings for a care worker will be used 
to determine if they receive the NMW.  

Figure 3
iMPACT OF AgeiNg ON NeurOLOgiCAL CONDiTiONS

Source: Hospital Episode Statistics HSCIC; Candesic analysis
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Figure 4
KeY PLAYerS iN HigH ACuiTY HOMe CAre
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To ensure care workers meet the NMW 
threshold may therefore mean some are 
forced to ‘share’ the night shift rather 
than have the same worker do it.  For 
some providers, especially those whose 
care workers do not get paid much more 
than the NMW even during the day, this 
is still likely to mean higher wage rates.  

Ultimately, whatever the outcomes, 
any wage increases will be passed on 
to funders as costs will go up for every 
player in the market.  In the short term, 
there may be some margin implications 
as funders learn to get to grips with the 
implications of the new application of 
NMW legislation.  There may also be 
some short term advantage for those 
providers who are quickest to adapt their 
staff deployment systems and smooth the 
impact of this NMW ruling on their costs.

Key players operate in a 
fragmented market
Candesic examined the high acuity home 
care market in 2008, 2010 and, most 

recently, in 2013, when we helped Mitie 
acquire Complete Group.  The market 
remains fragmented, with the majority 
of provision by small local agencies 
who have developed personal long term 
relationships with local commissioners.  
Traditionally, these agencies have been 
started by social workers or former 
commissioners who have an established 
local network which they can leverage to 
place local carer packages.  

Mystery shopping of key players 
revealed a diverse range of perceived 
quality, variety of specialisations and 
a wide variation of quoted fees for 
the same service user (figure 4).  This 
supports the fact that it is hard to achieve 
a common definition of the care needs 
for a particular individual and therefore 
hard to agree a price/quality equation 
and subsequently precisely define the 
market.  Nonetheless, the move toward 
personal budgets will shift the emphasis 
in decision-making away from local 
commissioners and will pave the way 
for chains, which can take advantage of 

scale and resources, to market directly to 
service users.  

Opportunities exist 

Whatever the model, though, the 
consequences of personal choice will 
be felt more keenly.  In general terms, 
until now only providers of care for 
older people have really had to compete 
hard for clients, because of the potential 
market in self-pay and top-ups.  People 
demand something for the extra money 
they are paying.  For providers of adult 
social care, the target market has tended 
to be the commissioners, even if the 
client or advocate is invited to express an 
opinion.  There will be, of course, plenty 
of exceptions and instances of exemplary 
marketing, but with the spread of 
personal health and social care budgets, 
all providers will need to develop 
successful marketing and compelling care 
propositions (figure 5).

Another opportunity may be to target 
older people who traditionally have 
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Figure 5
CHANgiNg MArKeTiNg STrATegY TO TAKe ADVANTAge OF 
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recommendations for care agencies. 
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They should be prioritised for 
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patients have already had a lot of 
input into who they want to provide 
their care and their packages are 
already personalised.”

- GP Slough

“[Some providers] 
need to be more 
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- Commissioner
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own budget, but it was 
more e�ort than I thought 
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went with the same people 
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- Client on personalised
budget, Manchester 

Influences

Source:  Candesic interviews; Candesic analysis

been taken care of in residential care 
homes.  Offering home solutions and 
selling these to older people with either 
personal wealth or personalised budgets 
may open a new source of revenue and 
grow the market.  Care must be taken to 
understand how far personalised budgets 
will go and to what extent they will be 
high enough to cover high acuity home 
care as it is generally more expensive to 
deliver than residential care.  

Furthermore, there is the opportunity 
to tap into ever rising integrated care 
budgets to look after people with 

complex long term conditions in the 
community.  High acuity home care can 
play a vital role in making this happen.  

As a result of these trends, providers 
face a balancing act: developing the 
kind of interesting propositions which 
will appeal to clients, within the tighter 
financial envelopes which commissioners 
will be delegating to personal budgets.  
This should encourage consolidation, not 
least because the scale benefits needed 
to release the resources to improve 
marketing are more likely to be realised 
in chains.  In what is currently a highly 

fragmented market, those providers 
capable of extending a regional or even 
national reach will be able to offer 
commissioners and clients better value 
for money, improve standards and, in 
turn, attract more referrals.  All of this 
means that growth is unlikely to be 
organic, although undoubtedly those 
with a significant market presence 
stand a greater chance of attracting 
referrals.  However, it is growth through 
acquisition to build up market presence 
which will offer the most significant 
potential. n


