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Specialist care for people
with intellectual disabilities
remains special for
adaptable providers

This is the first of a series of articles which we will publish from consultancies. In no case, does the consultancy pay for
publication and we always select on editorial merit.

Small group homes in the community have long since
become the norm for state paid care for people with
intellectual disabilities, at least in western Europe. This
gave private residential providers long term residents at
attractive margins, as local authorities in places like the UK
preferred to buy rather than keep services in-house. But
this relatively straightforward model has seemed under
threat as policymakers and funders have pushed for more
individualised services, called supported living in the UK.

The shift across Europe away from residential care toward
'supported living' does not seem however to have made this
any less attractive to providers, including those for-profit
companies and investors. Recently we’ve done some work
in the UK, speaking with over forty commissioners, social
workers and parents to find our their preferences and then
to academics to learn where the UK might be heading,
given the experience of other countries.

We found that this sector remains a long way from more
generic elderly home care, with resilient operating margins
for communal supported living models, and frankly higher
expectations for personalised and progressive care
packages. Budget pressures on local government have
slowed the shift from residential care, but has not impacted
intellectual disabilities spending to the extent we expected.
There is evidently a growing volume of need.

Therefore this remains a profitable and rather special sector
for the more creative and innovative provider who can
adapt their residential model. This should be clear once we
explain what has happened in the UK, which has been
among the leaders in adopting individualised packages.

European governments have now common aspirations but
differ widely where they are in the long march from big

institutions to sophisticated individual care packages.

People with intellectual disabilities are most often looked
after by their families well into adulthood. But when the
challenges are profound, or the parents are no longer
capable, then it falls to local government to provide care.
The modern aspiration is for as much individual freedom of
choice and action as practically possible, with individuals
moving out of their parental home and into their own, with
their own assistants coming to them as needed.

But there is a large gap between reality and this aspiration,
since most of the estimated 1.2m people in institutional
care in the EU are people with intellectual disabilities.
Common European Guidelines on the Transition from
Institutional to Community-based Care were published by
the EU in 2012, and these define institutionalised care quite
broadly, including that where residents are not only
physically isolated in some sense from the community but
simply compelled to live together and they do not have
control over their lives and over decisions which affect
them. This mirrors the Reach Standards well known in the
UK, which includes statements like ‘I choose what happens
in my own home’ to define what makes a service supported
living versus a residential home.

A care supervisor we interviewed described residential care
as a difficult decision for families to make, whereas
supported living feels more ‘normal’, where they look for
a flat first – probably with a friend – and then arrange
support afterwards.

Unsurprisingly, the Scandinavian countries lead the way
with 'personalisation' of services, with the UK and Belgium
the closest behind. The Academic Network of European
Disability (ANED) released a 2010 survey on The
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Implementation of Policies Supporting Independent Living
for Disabled People in Europe which contains useful
insights, but the paucity of common data and definitions
makes it hard to simply compare living arrangements and
developments. To generalise, Sweden is unsurprisingly the
academics’ stand-out choice for offering self-directed
personal assistance as standard. The UK, Germany, France,
Ireland, Spain and the Benelux countries do offer this but
only as one of a wide range of services. UK style supported
living appears rare outside this vanguard of countries, for
which the UK experience is most valid.

Austria stands out in as having more large institutions.
Finland is another outlier where things are changing
quickly. They also didn’t close institutions in the 1990s,
unlike the Nordic countries, but Kirsi Konola, who directs
independent living services for a non-profit provider there,
points out that the ‘system is under big change at the
moment. [the] majority of services is provided by
governmental organisations, but public procurement
legislation has opened the market to multi-national for-
profit providers.’

The UK experience illustrates how fundamental
demographic change, major policy developments and fiscal
pressures affect providers in these countries.

The UK still uses the slightly ambiguous term of 'learning
disabilities', which can be confused with the learning
difficulties some children have, for example with
struggling to read. Over 150 local authorities commission
(develop, performance manage and pay for) services from
predominantly private providers. Local authorities are
required to arrange support for those with 'substantial' care
needs, if these are not being met elsewhere.

Anna Lawson, Professor of Disability Rights and Law at
Leeds University, helped confirm for us that: "the UK is
seen as a leader for learning disabilities care - quite
pioneering compared to other European countries" for
independent living provision.

Supported living is clearly the majority of new entrants into
the system.

Anecdotally, and from our experience of working with
providers, the volume of care need falling on local
authorities is growing faster than demographic change and
the mix is shifting slightly to higher complexity. This is
supported by some academic research, but the most
compelling evidence is the national data showing an
increasing number of service recipients.

The prevalence is increasing as individuals live longer. We

ascribe the largest part of the relative resilience of
residential care inhabitant numbers over the last decade to
this effect. Otherwise, lower entrants into residential care
over the past decade - versus other supported living - would
have resulted in a far quicker drop in residential totals,
which have in fact almost stabilised over the last 2-3 years
{see chart on p.28}

There are also two demographic bulges, from 'baby
boomer' parents now too old to look after their children and
a once-off increase in survival rate for premature infants in
the last part of the 20th Century.

Government policy has been strongly in favour of
supported living models ever since the Valuing People
White Paper in 2001. Our interviews with frontline staff,
academics and parents show they are very much in favour
of ‘settled accommodation’ and a support package over a
more formal group home. However all agree that some
percentage – 15% is often quoted – offer challenging
behaviour or co-morbidities that make residential care, or
something like it in all but name, necessary.

In some cases, care support could be less and the total cost
to the state was no greater in supported living. However
there hasn’t been detailed analysis of relative costs, which
would vary in each case and indeed change. A more
expensive supported living package could get much
cheaper if the individual is happier and needs less care over
time.

Local Authority commissioners were able to indirectly
access central government funds (there was a central
‘Supporting People Fund’ for example) and housing
benefits to help move learning disabled individuals into
their own homes, even if the total cost to the state was
equivalent or slightly greater. This helped the trend
accelerate under the free spending Labour government
prior to 2010. However housing benefits have since been
cut significantly and this appears to have helped slow
transfers from residential to supported living to a relative
crawl.

“Nearly all commissioners favour
supported living models, but they

differ on whether it is for all
recipients and when they would

spend the difference.”
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Market researcher LaingBuisson calculated the English
residential care market in 2013 to be £2,812 million and
estimated the total UK at 20% more and reported the
average EBITDAR of the top five providers to be 27-28%.
Residential care is very close to half of all spending, which
otherwise includes supported accommodation and other
home care, day services and direct payments (allowances
given to individuals to purchase assistance directly.) In
England alone, 58% of providers are for-profit, 30%
independent non-profits and the remainder are state owned.

The market leader in learning disabilities alone is Voyage
Care with just short of £200m in annual revenues, and then
Priory (known for its mental health hospitals), the
voluntary provider Mencap and CareTech Community
Services. Most providers operate in the closely related
areas of long term mental health and learning disabilities
care homes, which is a very unconsolidated sector as the
top ten providers are only 14% of the market. Lifeways is
a specialist in supported living and the market leader within
this sub-sector, with FY2012 revenues of £115m and
EBITDA of 17%.

Intellectual disabilities is a defensive sector as spending
hasn't dropped as might have been expected.

The UK state had a massive deficit and spending cuts fell
disproportionately on grants to local authorities. But the
relatively protected nature of learning disabilities is clearly
shown in the chart on p. 29, where 'personal social services'
spending decreased on a sector like the elderly, but not
sectors such as children or learning disabilities. We initially
ascribed this partly to the fact that the parents of the
learning disabled are vocal champions of their needs,
versus other interest groups. Recently, after having spoken
to many local authority commissioners, we have also
become convinced of the importance o a slow but steady
rise in the volume and acuity level of service recipients'
needs.

The challenge for management teams is to adapt to what
commissioners are looking for in supported living and
demonstrate good value when impact is difficult to
measure.

Supported living should offer intangible benefits to those
service users who can learn to live more independently.
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Most higher priced packages include an expectation that
individuals learn, albeit slowly, to handle more of their own
affairs. This is a slow process over many months or a year
or two, compared even with care for mental illness where
progress is measured over weeks or months.

One commissioner told us that: “getting out of the
residential mind set is difficult for some providers
[because] supported living is about bespoke packages and
up-skilling people…with residential care the focus is on
maintaining independence, not increasing it [and] usually
the care workers for services are different as different skills
are required." But typically they are supportive to providers
adapting their services: "a good provider is a good
provider…we would encourage the switch from residential
care to supported living.”

Providers receive management fees, and some
differentiation between 'basic' care staff (at or close to
minimum wage) and those at a higher level. But inputs are
mostly measured in care hours and there is no commonly
accepted set of measurable and achievable outcomes. So
good providers need to push for comprehensive and

meaningful reappraisals by social workers, so progress can
be recognised or conversely, more difficult situations can
be correctly priced.

The lesson from recent UK experience is that the shift in
model has not lessened demand for care, but meant care
needs to be ever more thoughtful and sophisticated as
service users and their families have to be kept happy.

Existing residential providers have continued to benefit
from market growth if they can offer a compelling
supported living option. The shift in power, like in so many
sectors over recent years, has been to the end consumer. We
don’t see much evidence of service recipients or their
families switching provider, but it is certainly much easier
in supported living than residential care models.

It’s not rocket science, it’s clear that a good service has to
be designed for that individual, well maintained and
adjusted as needed. For the providers who can do this, the
fundamental shift in mix and demographic pressures
should offer genuine upside over the next decade.


