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introdUction

the sprint project aims to give meaning to the
concept of social investment as applied to long-term
care provision. to support the sprint project, this
deliverable explores key concepts that will be used in
the project and their application within the project. it
aims to set out a common vocabulary to support
greater understanding of the notion of social
investment in long-term care and related issues.
these concepts cover key aspects of the sprint
project, from social investment (Wp2; lopez 2017),
economic costs (Wp4), social impacts (Wp4) and
return on investment (Wp5). the core concept of the
sprint project is that of “social investment in longterm care”. this concept is explored in detail in the
accompanying Conceptual Report on Long-term
Care (d2.1; lopez 2017).
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MEthods

Following identification of the key concepts through
dialogue among members of the sprint consortium,
a range of individual experts and sources of
commentary on and use of these concepts was
consulted.

3

KEy concEpts

there is some variation in the terms used when
describing long-term care, social investment,
economic evaluations and other relevant concepts.
For example, the term ‘social care’ might be
equivalent to ‘social work’ in some countries.
concepts are set out here in the form they are most
widely recognised in long-term care across sprint
partners’ countries.
sprint partners will draw upon this deliverable as a
resource for authoritatively defined terms and
concepts. this will provide a consistent approach
within and across work packages as sprint

2

progresses. While, in one sense, the availability of this
Glossary means that some of the conceptual work
necessary at future stages of the sprint research
programme has already been done, it remains the
case that a number of the concepts outlined below
will need to be further operationalised in terms of
variables or indicators for specific applications. in the
view of sprint partners this is best done within the
relevant work package as research plans become
fully crystallised. the descriptions and definitions of
key concepts set out below will serve as a frame of
reference and provide a common vocabulary for the
sprint research programme going forward.
concepts are listed in alphabetical order. there is
considerable interconnection between many
concepts, as noted in the descriptions.
3.1 assistiVE tEchnoloGy
assistive technologies have been available for many
years. they generally use information and
communication technology (ict) to support people
with health and/or social care needs remotely, often in
the individual’s own home, although there is now
growing experimentation and utilisation in other
settings such as nursing home facilities, and on a
mobile basis. (parts of this entry are adapted from
Barlow and Knapp (2014).)
development of assistive technologies has been
driven, on the supply side, by technological advances
in sensing equipment and data processing, and on
the demand side by growing policy concerns about
the affordability of conventional health and social care
arrangements for supporting older people as
populations age. another demand-side factor has
been growth in expectations about what individuals
with care needs should receive, both in terms of the
amount and quality of care, but also in terms of more
personalised support arrangements.
there are many types of assistive technology, of
varying degrees of complexity. they are delivered in
many different ways, including mobile phones, smart
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sensors, consumer devices (e.g. ‘Fitbit’), personal
computers and television. they are designed for a
variety of different populations, with a variety of
different health and care needs. terminology is also
wide and includes telecare, telehealth, telemonitoring,
home monitoring, telemedicine, assistive technology,
assisted living technology, welfare technology, remote
care and smart homes. these and other terms are
often used interchangeably to describe remote
delivery of health and/or social care to people outside
conventional care settings. For example, a recent
scoping review by lorenz et al. (2017) mapped
existing and evaluated technologies that support the
life and care of people with dementia, their unpaid
carers and paid carers, and other professionals: there
was an impressive plethora of new technologies but
only a trickle of robust studies of their effectiveness or
cost-effectiveness.
a defining feature of these assistive technologies is
connectivity between the long-term care user and
(paid) care staff delivering care and treatment. the
purpose of the connectivity is to provide better flows
of information about individuals and data to help with
their care. assistive technologies could deliver:
information and advice; safety and security
monitoring; vital signs monitoring; or lifestyle
monitoring (e.g. tracking movement). these
technologies involve more than just the deployment
of physical devices; they usually need to be
accompanied by organisational and service delivery
changes underpinned by interactive and noninteractive transmission of digital data.
two salient considerations about assistive
technologies should be emphasised. First, the speed
of technological development is rapid, so that
evaluations might sometimes be out of date by the
time they are completed. second, technology
developers and suppliers, as well as public and
private purchasers, are increasingly looking to
customise or personalise technologies to fit better
with the needs, circumstances and preferences of
individuals with long-term care needs, and also with
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the care or support setting (where appropriate). Both
of these considerations can cause complications
when thinking about social investment.
3.2 BEnchMarKinG
Benchmarking refers to the process of comparing the
performance of an individual worker, service,
organisation or system against an agreed standard.
the criteria for making the comparison could
therefore include any of the criteria discussed later in
relation to performance assessment (effectiveness,
efficiency etc.). the standard could be set externally,
or could be defined by reference to the performance
of other similar workers, services, organisations or
systems (such as the mean level of performance, or
third quartile level, etc.). the aim of benchmarking is
to help a service, organisation or system to improve
its performance.
3.3 carE proVidErs
there are a number of care providers involved in longterm care. the sprint report – The Role of Public
and Private Actors in Delivering and Resourcing Longterm Care (d2.3) – discusses this in detail.
Formal care
Formal care is the term given to the ltc services
delivered by paid staff, employed through some kind
of formal entity (one with a constitution, formal set of
rules, legal incorporation or other nationally
determined requirement). Formal carers have
employment contracts that specify their duties and
care responsibilities, their hours, pay and
entitlements. some formal care staff will have
professional qualifications, or may need to be trained
and/or licensed (see d2.3).
Formal care providers may be in the public (state or
governmental) sector, the private non-profit sector
(i.e. constitutionally independent of government, nonprofit distributing and with a meaningful degree of
voluntarism), the private for-profit sector (again
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constitutionally independent of government, but now
with the ability to distribute profits among owners) or
in a growing variety of hybrid organisations (anheier
2005).
there are quite marked differences between
countries, but a common core of formal long-term
care services can be recognised, including: needs
assessment processes; information and advice
services; self-help support groups; respite care; crisis
management services; day centres and programmes;
support for people in their own homes (‘home care’,
including home help, meals, community nursing);
nursing home and residential care provision; and a
variety of housing-with-support services (such as
‘sheltered housing’ and ‘extra-care housing’).
informal care
this term has a number of different definitions; it
generally refers to care delivered by individuals who
have not received formal training in care delivery.
informal carers (sometimes called simply ‘carers’ or
‘caregivers’) are frequently partners, family members,
friends or neighbours of recipients, providing care and
support on a regular basis, typically at home. they
can be unpaid or paid, either in cash or kind (adapted
from Freeman et al. 2017.) the oEcd definition of
informal carers is ‘individuals providing ltc services
on a regular basis, often on an unpaid basis and
without contract, for example spouses/partners,
family members, as well as neighbours or friends’
(colombo et al. 2011). (it should be noted that
terminology is not universally agreed, and the term
‘informal’ carer is not liked by some carer groups in
the UK and now not often used.)
across Europe and the rest of the world, the
provision of informal long-term care far outweighs the
provision of formal care. Friends and family,
particularly women, are the mainstay of every longterm care system. a number of countries now have
policy frameworks to support and encourage informal
carers. deliverable d2.4 describes variations in
informal care provision across European countries.
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3.4 costs oF carE
When considering new investment in long-term care,
and in particular when evaluating a specific
intervention, cost will always be a key component.
costs can be measured either broadly or narrowly,
depending on the purpose of the discussion, decision
or study. the purpose may be to inform resource
allocation decisions within a particular agency (such
as a municipality or a private sector provider agency),
or in a wider care system in a city, covering all
provider sectors and funding sources, both public
and private. another purpose might be to consider
the value of an investment to the whole society. the
costs to be measured would probably need to be
different in each of these cases.
a distinction is sometimes made between direct and
indirect costs. direct costs are incurred by the ‘main’
organisation or sector, while indirect costs are
incurred by other sectors (such as healthcare or
housing, or perhaps by individual service users or
families). the distinction between the two is not
always easy to maintain, and is anyway contextspecific. a more useful way to distinguish different
cost elements would be to separate the following:
•

costs for the long-term care sector narrowly
defined: these would be the resources needed to
organise and operate the intervention (service or
programme), and would include variable elements
such as costs of staff salaries, equipment and
transport, as well as fixed or overhead elements,
such as costs associated with buildings and other
capital inputs;

•

costs for other service sectors, such as
healthcare, housing or transport;

•

costs for people who use services and their
families, such as out-of-pocket payments for
services, travel costs, or lost income because of
unpaid care commitments;

•

costs of productivity losses because of
disruptions to employment patterns for service
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users or carers, e.g. from short- or long-term
absenteeism, reduced performance while at work
(so-called ‘presenteeism’), early retirement or
reduced opportunities for career development;
these productivity costs might be incurred by
employers and the national economy, but might
also affect an individual’s earnings and household
income.

two of the key questions that will frequently be asked
when considering whether to recommend,
commission or deliver a particular intervention are:
does the intervention work, and is it worth it? (here
we us the term ‘intervention’ to refer to services,
preventive strategies, specific therapies or
configurations of support that are relevant to longterm care.)

in measuring those costs in practice, the theoretically
correct approach is to measure the long-run marginal
opportunity costs of resources (Knapp 1984). a longterm measure ensures that a long-term (i.e.
multi-year) perspective is taken when considering
investment, while short-term perspectives and
decisions could be misleading because they might
overlook the need for proper investment in durable
physical or human capital. a marginal measure is
needed: this is the additional cost of producing one
more unit of service (e.g. one more home care visit or
one additional day’s residence in a nursing home).
the word opportunity refers to the fact that using a
resource in one way means that it cannot be used in
another: in economics, an opportunity cost is the
value of the opportunity forgone by not using the
resource in its best alternative use, whatever that may
be. the opportunity cost value will often not be the
same as the amount of money actually spent (the
‘accounting cost’).

the ‘does it work?’ question asks whether the
intervention is effective in achieving outcomes (which
are defined and discussed in 3.9), such as improving
independence or wellbeing. it does not matter
whether the answer to this first question is yes (i.e. the
intervention appears to be effective, ideally because
robust research has demonstrated that better
outcomes are likely to be achieved) or no, then the
second question needs to be asked in either case.

3.5 EconoMic EValUation
Economic evaluation offers one way to help decisionmakers with difficult decisions about how to use
public and private resources – which are becoming
increasingly scarce in some countries – so as to
improve strategic decision-making, care practice and
ultimately the lives of individuals affected by long-term
care needs. it offers a structured, conceptually sound
way to identify, measure and compare the costs and
outcomes of two or more interventions or courses of
action, and also (in some cases) a way to trade-off
improvements in outcomes against increases in
costs. (this section is adapted from Knapp and
Kettunen (2017) and Knapp (1984).)

the ‘is it worth it?’ question asks whether the
outcomes are worth the resources needed to achieve
them. the second question is what an economic
evaluation seeks to address. Both questions need to
be answered by reference to a comparator: does the
intervention ‘work’ better than the alternative (where
the alternative could be ‘doing nothing’), and are the
outcomes ‘worth it’ by reference to how the
resources (money) could otherwise have been spent.
there are therefore four principal components to a
cost-effectiveness evaluation: (a) two or more
interventions that are being compared; (b) the
outcomes of each of them; (c) the costs associated
with each of them; and (d) posisble trade-offs
between better outcomes and higher costs.
Economic evaluations come in different forms: in
health and social care contexts the most common
are cost-effectiveness analysis, cost-utility analysis
and cost-benefit analysis.
cost-effectiveness analysis
if the policy, practice or research question to be
addressed to social investment is solely concerned

GloSSARy

with improving the wellbeing of a particular group of
people – say older people with dementia – then, for
an economic evaluation, information is needed on the
comparative costs of the various interventions being
considered, and also on the comparative outcomes,
which could be measured in terms of (say) wellbeing,
behaviour, cognition, independence in the activities of
daily living. this type of evaluation is usually referred
to as a cost-effectiveness analysis (cEa) in health
economics, and the same label can be (and has
been) used in social care contexts for more than 30
years (Knapp 1984). a cEa tells decision-makers
what course of action most efficiently meets a
specific set of clinical needs.
We should also note that the term ‘cost-effectiveness’
is used in health economics to describe both a
specific type of economic evaluation (as here) as well
as to refer generically to the group of all economic
evaluations.
cost-utility analysis
Many decisions that need to be taken with regard to
the deployment of resources raise broader questions.
For example, how should resources be allocated
between supporting adults with learning disabilities
and older people with dementia? a cost-effectiveness
analysis may not be able to help in this instance
because different outcome measures would be
needed for the two groups of service users. the
decision-maker therefore needs a common measure
of outcome that is relevant across both groups. in
healthcare research, two commonly used generic
measures are utility – operationalised in terms of
quality-adjusted life years (Qalys) – and disability –
often measured by disability-adjusted life years
(dalys). Using this kind of generic outcome measure
allows the evaluation to address more strategic
issues. this type of evaluation is often called a costutility analysis by health economists. in social care,
there has not been an equivalent to the Qaly until
relatively recently, but there is now at least one such
generic outcome construct being used in some
countries: social care-related quality of life (scrQol)
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as measured by the adult social care outcomes
toolkit (ascot; netten et al. 2012). [see outcome
measures below.]
cost-benefit analysis
some decision-makers need to decide how to
allocate expenditure between social care, education,
housing or other interventions, in the hope that
available resources can be used to achieve their
maximum impact. Until recently, the only outcome
measure considered to be appropriate for such broad
comparisons (alongside the costs) was monetary: the
consequences of the different programmes would
need to be converted to monetary values. this type
of evaluation is called a cost-benefit analysis (cBa) in
health economics contexts. in more general
evaluative parlance, the term cost-benefit has also
been used in more generic ways (to refer to all types
of economic evaluation) as well as in narrower ways
(such as when comparing the amount of money
expended with the amount that is subsequently
saved). cost-benefit analyses of the conventional
variety (with monetary benefits) are generally very
difficult to undertake in long-term care contexts,
because the most relevant outcomes (such as
personal functioning and independence in daily living)
are hard to convert into monetary values. see also
the section on social return on investment in 3.15.
subjective well-being
recently, growing attention has been given to the
possibility of expressing outcomes across two or
more difference programme areas in terms of the
common measure of subjective wellbeing (e.g. the
current work of richard layard and others at lsE as
part of the What Works centre for Wellbeing
www.whatworkswellbeing.org).
discounting
if costs are incurred over more than one year, or if
outcomes flow from an intervention over more than
one year, there will usually be a need to adjust future
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figures (costs or outcomes) so that they are
comparable to present values. the reason for this is
because most people attach lower value to future
costs than they do to present costs; i.e. €1,000 next
year is worth less to me than €1,000 today, even after
adjusting for price inflation. this is often called time
preference.
an economic or other evaluation should therefore
generally discount (as in the sense of ‘downplay’) the
value of future euros so as to be able to compare
them to today's euros. the rate of discount rate used
in an evaluation might follow what is recommended at
national level for public investment appraisals.
3.6 EQUity
Equity relates to the extent to which outcomes,
access to outputs and payments for them are
distributed fairly across individuals, regions or parts of
a society. Most long-term care and healthcare
systems are inequitable in that their benefits are not
distributed in ways that might widely be seen as fair,
due to the influence of social, economic, political or
underlying demographic factors. access to services
(and, hence, access to the potential impacts of those
services in terms of better outcomes) may be unfairly
distributed by gender, ethnicity, age, language,
religion, income, socioeconomic group or place of
residence.
an examination of equity requires that a definition
must be specified for ‘fairness’. Equity is generally not
the same as equality in the provision of services, as
people do not have identical needs, so that an
equitable allocation of resources would be likely to
require giving more resources to people with greater
needs. similarly, it might be seen to be more
equitable to ensure that individuals with the lowest
ability to pay for care are asked to pay lower amounts
than those with greater ability to pay (i.e. with greater
wealth or higher incomes). the most commonly
discussed aspects of equity are (a) whether incidence
and prevalence of need are linked to socioeconomic
status, ethnicity or other personal characteristics;
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(b) whether access to (evidence-based) interventions
is linked to type and level of need, as well as to these
personal characteristics; and (c) whether individual
financial contributions are linked to ability to pay.
how then is the concept of ‘fairness’ chosen? Equity
could be defined or operationalized by reference to
various political philosophies. For example,
conventional welfare economics is often associated
with utilitarian philosophy, seeking that distribution of
resources that will maximize total welfare (wellbeing)
(Barr 2014). rawls (1972) is one of a number of
philosophers to have criticised utilitarianism; he
suggested the maximin principle that policies should
be designed (and hence social investments planned)
so as maximize the wellbeing of the least well-off
members of society. collectivist philosophies
emphasise equality, and libertarians emphasise
autonomy and freedom of choice when make
judgements about equity. these are just some
examples of equity theories.
3.7 lonG-tErM carE
long-term care refers to the organisation and delivery
of a broad range of services and assistance to people
with a reduced degree of functional capacity, physical
or cognitive, and who are consequently dependent
for an extended period of time on help with basic
activities of daily living (adl). this personal care
component may be provided in combination with
help with basic medical services such as nursing
care, as well as prevention or rehabilitation or
palliative care. long-term care services can also be
combined with lower-level domestic help or help with
instrumental activities of daily living (iadl) such as
bathing, dressing, eating, getting in and out of bed or
chair, moving around and using the bathroom.
although people of all ages may become dependent
on long-term care, the risk of dependency for those
in older age is far more significant. long-term care
services are crucial to many people in older age
groups, whose needs may result from long-standing
chronic conditions, causing physical or mental
disability (oEcd 2013).
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3.8 MixEd EconoMy and MarKEtisation
some services used by people with long-term care
needs are provided by or located within the state
(public) sector, some by private (for-profit or third
sector) entities, and some by families or through
informal community arrangements. this multiplicity of
sectors and services – sometimes called the mixed
economy of provision – is characteristic of all longterm care systems in Europe, although the balances
between the sectors varies a great deal from country
to country. prevention strategies might be dominated
by the state (locally, regionally or nationally), but will
still need inputs from employers and local
communities (the ‘social capital’ effect). the for-profit
and third (non-profit) sectors are major providers of
day and residential care in some countries.
Underpinning most formally based provision are the
many and various contributions of family carers and
volunteers. these are not ‘free’ resources, of course,
because they can impose quite high opportunity
costs on families.
distinctions between the sectors are pertinent
because providers with different legal forms may
behave differently in responding to various incentives.
different governance structures and motivations may
affect their modus operandi, their patterns of
resource dependency, their chosen styles of
management, their ability and willingness to respond
to changes in market opportunities, pricing regimes
and competition. they might therefore also have
divergent costs, ‘casemix’, quality of care and
perhaps even user outcomes. different provider types
may also vary with respect to the ways they initiate,
cultivate and reinforce trust and reputation, with
implications for commissioning.
Each provider of long-term care services could have
a number of funding sources, including government
(tax revenues), social insurance funds, voluntary
(private) insurance companies, users and families
(out-of-pocket payments). those providers might also
benefit from the inputs of (unpaid) volunteers. informal
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care by family members or others is ‘resourced’ by
the unpaid inputs of those individuals. this has been
called the mixed economy of funding. different
sources of funding come with a host of potentially
different conditions, constraints, incentives and
opportunities.
cross-classifying the main funding and provider types
generates a matrix of transaction types (not illustrated
here). these multifarious transaction types remind us
of the inherent economic, social and political
complexity of most pluralist long-term care systems.
Each transaction type has accompanying needs for
appropriate legislative frameworks to control, audit
and monitor the links between funding and provision.
a version of the mixed economy of welfare matrix
was first proposed by Judge (1982) and further
developed in Judge and Knapp (1985) and used to
describe a rapidly changing long-term care system in
England by Wistow et al (1994, 1996).
against this background, there has been more recent
focus on what has been called ‘marketisation’. the
term has a number of different meanings, each of
them reflecting some part of a mixed economy of
welfare. For example, antonnen and Meagher (2013)
use the term to refer to a policy change that has ‘two
dimensions: whether or not market practices and
logics (most notably competition) are used in
organising services and whether or not private actors,
particularly for-profit companies, are involved in
providing service’ (p.16). Marketisation by this
definition, therefore, refers to a particular sub-set of
the various transaction types contained within a
broader mixed economy of welfare matrix. Many
European countries have seen a move towards
greater marketisation of long-term care services for
older people and other population groups.
3.9 oUtcoME MEasUrEs
the outcomes achieved by a long-term care
intervention (whether it is a care service, specific
therapy, prevention programmes or other type of
intervention) should be defined by reference to the
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individuals who are potentially affected by those
interventions, and specifically by the extent to which
their needs have been met. these outcomes
therefore relate both to the individual who is the
primary recipient of care and also to their unpaid
family and other carers. synonyms for outcomes
include ‘final outcomes’ and (especially in economic
evaluation – see 3.5) ‘effectiveness’ (Knapp 1984,
Knapp and Kettunen 2017).
When assessing the outcomes of a long-term care
intervention, there are potentially many dimensions to
take into consideration. the adult social care
outcomes toolkit (ascot; netten et al. 2012) offers
a very helpful framework for identifying those
dimensions, as well as a means by which to measure
achievement along each of them. there are eight
domains to the ascot approach: (a) to feel clean
and comfortable; (b) to get enough nutritious and
appropriate food and drink; (c) to feel safe and
secure; (d) to have accommodation that is clean and
comfortable; (e) to have control over one’s daily life
and activities; (f) to be sufficiently occupied in
meaningful activities; (g) to feel involved and to have
meaningful relationships; and (h) dignity – not to
experience any negative psychological impact of
support and care on one’s personal sense of
significance.
there are many other tools for measuring long-term
care outcomes, spanning some or all of these same
eight domains.
3.10 pErForMancE assEssMEnt
performance assessment is a review of how well an
individual, service, organisation or system undertakes
a defined task. Many criteria could be used to specify
more precisely what is meant by ‘how well’. these
criteria might include: effectiveness in terms of
delivering a particular set of services or belter quality
care (see 3.12); improving outcomes for people who
use services (see 3.9); efficiency (for example, as
measured in an economic evaluation – see 3.5);
equity (see 3.6); empowering individuals to take more
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control over their lives; protecting vulnerable
individuals from abuse or discrimination; improving
social inclusion; promoting social solidarity; and
ensuring longer-term system sustainability.
assessment of performance could be undertaken for
a host of reasons: to inform a contractual agreement
or monitor contract compliance; for inspection
purposes; to guide local purchasing or
commissioning decisions; to inform broader strategic
policy discussions; or so that people who use
services or their families can make judgements.
some performance assessment will therefore be
quite formal and structured, while some will be
relatively informal. some performance criteria might
be objectively assessed while others will rely on more
subjective views.
3.11 prEVEntion
prevention is usually defined as an action aimed at
eradicating, eliminating or minimising the impact of a
disease or disability, or aimed at slowing down the
decline in functioning, health or quality of life
associated with disease or disability. the focus of
prevention is therefore on tackling causes and risk
factors.
different types of prevention are commonly
distinguished. primary prevention is action taken prior
to the onset of a disease or the emergence of a need,
with the aim of reducing or removing the possibility
that the disease or need will ever occur. this could
include action to inhibit the emergence of risk factors
themselves, such as poor environmental, economic
or social conditions. this is sometimes called
primordial prevention, and is focused on the broad
health or social care determinants rather than
individual exposure to them.
secondary prevention is action which halts the
progress of a disease or other condition at its
incipient stage in order to prevent complications
arising. successful secondary prevention would then
restore health or wellbeing by treating a disease or
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responding to a need before irreversible changes take
place.
tertiary prevention aims to reduce or limit the
consequences of a disease or need, and to promote
adjustment by an individual to irremediable
conditions. it is therefore concerned with supporting
individuals to cope with or manage their long-term
health or social care problems or permanent
impairments, and in that way helping them to improve
their ability to function independently and their quality
of life.
another type of prevention is sometimes
distinguished: quaternary prevention is defined as
protection from unnecessary medical or other care
activity that could harm individuals or populations. an
example in the health field would be overmedicalisation of what might be considered a
‘normal’ human condition or supplier-induced
demand. in the social care area it could include
creating unnecessary dependency by not
empowering an individual to make independent
decisions in their lives.
3.12 QUality oF carE
a commonly discussed indicator of achievement in
long-term care is quality of care, but it needs to be
seen as only an ‘intermediate’ measure of benefit.
this is because quality of care, while potentially an
important determinant of user outcome, is not directly
a measure of that outcome itself. it is concerned with
staff-client ratios, the suitability of the built
environment, staff-client relationships, social
environment, safety and so on. Good quality of care
by those criteria is potentially important as an
achievement, and goes beyond simply measuring the
resources expended on or devoted to long-term care,
but the association between any quality of care
indicator and user outcomes is likely to be heavily
context-specific and individual-specific (davies and
Knapp 1981). in using any quality of care indicator
(e.g. in an inspection process, or in writing contracts
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for public sector commissioning), it is therefore
fundamentally important to be confident that the
indicator is strongly associated with outcomes as
experienced in the lives of the people who use that
care.
a number of measures of quality of long-term care
have been suggested. one of the best known formal
measures is the rai (resident assessment
instrument; hawes et al. 1997). other quality of care
measures have now been developed in many
European and other countries (summarised and
discussed well in oEcd 2015, especially chapter 3;
and see volume 16 of Eurohealth published in 2010
for some country examples). in England, the current
approach to quality assurance in long-term care
includes assessment of user experience: the User
Experience surveys ask about aspects of the care
process, such as timeliness and flexibility of care,
characteristics and behaviour of care workers, and
include a question on satisfaction with care (Malley
2010). in this way, the approach tries to overcome a
major limitation of quality of care measures of being
poorly connected to how people with care needs live
their lives and view the support the receive. these
processes are linked to performance assessment
(see 3.10).
Given the inherent practical (and often conceptual)
difficulties in measuring user outcomes from longterm care, quality of care measures might provide an
intermediate indicator of achievement, but their
limitations need to be recognised.
3.13 QUality oF liFE
the institute of Medicine (2001) in the Us defined
quality of life as ‘subjective or objective judgment
concerning all aspects of an individual's existence,
including health, economic, political, cultural,
environmental, aesthetic, and spiritual aspects’.
narrower definitions have been offered in particular
contexts, such as health care, where the term healthrelated quality of life is now widely employed to refer

GloSSARy

to those aspects of quality of life that might be
influenced by poor health or by health care. diseasespecific quality-of-life measures have also been
suggested, focusing on those aspects of an
individual’s life that might be affected by the illness or
disease in question. in the dementia area, for
example, it is recognised that quality of life extends
beyond the cognitive or other symptoms of the
condition (Banerjee et al. 2006), but that most
generic health-related quality of life measures fail to
pick up those aspects of life affected by the condition
or its successful treatment, leading to the
development of dementia-specific tools (e.g. smith et
al. 2007).
these health-focused measures will generally not be
sufficient to capture changes in quality of life that
result from long-term care, because such care is
concerned primarily with how an individual functions
and their wellbeing, rather than with the biomarkers
or symptoms of a disease. there have consequently
been a number of suggested ways to conceptualise
quality of life that are relevant to the long-term care
context. sloane et al. (2005) and rodrigues (2017)
describe a number of such approaches, and discuss
some of the most widely used measures. Most such
conceptualisations identify three broad domains as
relevant: physical, psychological and also social
dimensions. there is also conceptual and operational
discussion about who is best placed to judge quality
of life along these dimensions, given that some
people who use long-term care might have cognitive
or other difficulties in reporting accurately their state
of psychological or other wellbeing. consequently,
ltc quality of life measures might be completed by
the individual service users themselves, a family
member who knows them well, another unpaid carer,
a member of care staff in a residential or other
setting, or by third party proxies. another approach is
to use direct behavioural observation. Each of these
methods has its advantages and disadvantages.
Quality of life is closed linked to wellbeing (or
psychological or subjective wellbeing). terminology in
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the ltc field is rather loose, and these different terms
have often been used interchangeably. there are
huge swathes of academic theoretical discussion and
empirical research dedicated to the
conceptualisation, definition, measurement and
interpretation of quality of life and wellbeing, and it is
not possible even to summarise those debates here.
What is important is to recognise that the
consequences of ltc interventions or policies can
impact upon both objective and subjective aspects of
life, and that there will usually be a need to distinguish
between (and ideally measure both) hedonic and
eudaimonic well-being. the former is linked to
happiness or life satisfaction (‘pleasure attainment
and pain avoidance’ according to ryan & deci,
2001), while eudaimonic wellbeing, in the aristotelian
approach, emphasises processes of fulfilment and
achievement of potential: it is ‘living well’. Quality of
life as operationally defined in many ltc studies
comes closer to eudaimonic wellbeing.
3.14 rEhaBilitation
rehabilitation is a process or action (service, therapy
or training) to restore someone to health or normal life
following illness or disability or (in other contexts) after
imprisonment or addiction. it helps the individual to
regain lost skills and independence (fully or partly).
the World health organization website (accessed 10
February 2017) defines rehabilitation of people with
disabilities as ‘a process aimed at enabling them to
reach and maintain their optimal physical, sensory,
intellectual, psychological and social functional levels.
rehabilitation provides disabled people with the tools
they need to attain independence and selfdetermination.’ a cochrane review of physical
rehabilitation operationalised the concept as follows:
‘physical rehabilitation was defined as those
interventions that aim to maintain or improve physical
function’ (crocker et al. 2013).
3.15 social inVEstMEnt
investment is the allocation of current resources,
which have alternative productive uses, to an activity
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whose benefits will accrue over the future. the
benefits take the form of production of goods and
services that are of individual or social (public) benefit.
the cost of an investment is the benefit that could
have been derived by using the resources in some
other activity. an investment is justified if the benefits
anticipated are greater than the costs (arrow 1965).
an approach to investment in the present period that
is intended to produce social (or public) benefits
rather than purely financial returns in the future may
be described as social investment, socially
responsible investing, social impact investment or
impact investing (oEcd 2015).
the term social investment is more commonly used
in Europe. indeed, in February 2013 the European
commission launched its ‘social investment
package’ (sip) (European commission 2013). this
offered an innovative social policy instrument in the
context of demographic change and economic
pressures across Europe. the social investment
approach promotes policy measures that frame
welfare or public spending as investments aiming to
enhance the stock of human capital stock, maintain
social protection buffers and enable people to live an
independent life, and facilitate flow in the labour
market (hemerjick 2015).
the fundamental pillars of social investment as a
policy paradigm involve a significant change in the
core elements of the policy-making process inherited
from the post-war welfare models of many European
states, moving from a focus on ‘repairing’ the
unforeseen damages caused by events to a focus on
‘preparing’ individuals and families to address life
chances and deal with disruptive events, preventing
or lessening the damages they can cause. the
philosophy underpinning social investment involves
advocating for three main social policy functions: (i)
the creation of capacities, which involves a shift in
policy analysis from an exclusive focus on present
costs to a focus on current and future impacts; (ii)
addressing social risks within life-course dynamics,
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which involves a move from a clear cut divide
between those who pay and those who are recipients
of welfare provision to a more dynamic and better
adjusted vision of contemporary social reality where
individuals have different status in different phases of
their lives; and (iii) the reconciliation of work and family
life, not only responding to ideologies of gender that
pressure towards gender equality but also as a prerequisite to deal with the consequences of
demographic ageing and the need to secure
economic and fiscal sustainability.
another sprint report – Conceptual Report on
Long-term Care (d2.1; lopez 2017) – discusses
social investment in detail.
social investment in long-term care
the social investment approach applies to the whole
life-course, including older age and long-term care.
simultaneously with the launch of the ‘social
investment package’ by the Ec, a commission staff
Working document was published on ‘long-term
care in ageing societies – challenges and policy
options’ (European commission sWd 2013a), calling
for a ‘social investment-oriented strategy’ to address
the specific policy challenges of long-term care for
older people. the focus of social investment in this
context is on: initiatives that promote ‘active ageing’,
sustaining participation in society and the economy;
preventive strategies to reduce needs for care; or
measures to improve efficiency in the utilisation of
care resources.
in the context of sprint, social investment is defined
as:
Welfare expenditure and policies that generate
equitable access to care to meet the needs of
ageing populations, reduce current and future
costs of care, improve quality of care and quality
of life, increase capacities to participate in society
and the economy, and promote sustainable and
efficient resource allocation.
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3.16 social rEtUrn on inVEstMEnt (sroi)
social return on investment (sroi) has its origins in
the third sector, originally developed by the roberts
Enterprise development Foundation in 1996 as a
response to the perceived shortcomings of cBa
(roberts Foundation 1996). From its inception, sroi
has developed with influences also from sustainability
reporting and financial accounting.
sroi is essentially a framework of seven principles
(social Value international 2015) that places the
experiences of stakeholders at the centre of analysis
to understand what has changed as a result of
activities. subsequently, the monetisation of direct
and indirect changes, framed by concerns of
materiality and a desire not to over-claim is designed
to increase the accountability of decision-makers.
sroi studies seek to take account of various aspects
of personal and social wellbeing – tangible and
intangible – as experienced by a potentially wide
variety of stakeholders. it has been suggested that
there are differences between sroi and cost-benefit
analysis (social Value 2014), but these are differences
in process, implementation and stakeholder
involvement, rather than fundamental differences in
underlying approach.
sroi aims to value outcomes from the perspective of
the stakeholder, and this could be done for various
non-marketed consequences by using different
techniques, such as revealed preference, stated
preference, or discrete choice experiments. (this last
approach is mirrored in developments in relation to
cost-benefit analysis; see 3.5.) sroi also requires
verification, audit process, using an appropriate range
of possible methods. the aim is to provide
information that is ‘good enough’, which means
different levels of rigour according to use and
audience. putting monetary values on non-market
goods is challenging in sroi (as it is in any
evaluation), especially in the long-term care field,
where social valuation studies are still scarce.
consequently, results of different srois are not
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always comparable. sroi has been promoted by the
UK department of health as a measurement tool
especially for social enterprises in health and social
care (Millar and hall 2013, social Value UK 2014, the
sroi network 2012).
sroi principles – applied in sprint
to effectively appreciate the social value of activities,
it is required that all principles of sroi are applied.
however, given the nature of sprint it is necessary
that these are adapted, since direct stakeholder
involvement is not feasible. however, all data that will
be incorporated will stem from stakeholder
engagement at the national level and collated by
credible sources. similarly, rather than being able to
enquire directly as to the costs and benefits
(outcomes) of long-term care interventions, extensive
literature and evidence reviews have identified the
material issues for consideration. the ability to
understand what has changed is therefore satisfied,
and the subsequent sroi principle to value the
things that matter is also addressed using means of
valuation such as life-satisfaction (well-being
valuation) (see 3.18).
concerns of materiality – that which addresses not
only the inclusion/exclusion of outcomes, but also
consideration of which stakeholders are to be
incorporated – is again addressed through the
extensive review of existing literature and evidence
conducted in sprint, as are matters that ensure that
the principle to not over-claim is included.
all work abides by the need to ensure transparency,
an sroi principle that ensures all sources of evidence
are presented for scrutiny, as are all metrics, and any
assumptions or estimations. Finally, the need to verify
the result (another sroi principle) will be addressed
through the internal processes of sprint that involve
all partners and the advisory Group, and is that which
ensures that all other principles are applied
accordingly.
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3.17 staKEholdErs
Within sprint, a stakeholder is any individual,
organisation or other entity with an interest in longterm care. this will include decision-makers such as
government ministers; elected politicians (national,
regional or local); public/civil servants (in national,
regional or local public bodies); quasi-governmental
organisations; chief executives and boards of large
and small provider organisations and funding bodies;
third sector (non-profit) organisations, small
enterprises and small community groups that deliver,
finance or broker long-term care; front-line workers in
provider bodies; organisations or individuals that
lobby for individual rights or better long-term care.
the long-term care sector spans not only the health
and social care systems, conventionally defined, but
also housing, social security (welfare benefits),
employment and other systems.
individuals with long-term care needs and their
families are the most important stakeholders.
3.18 (non-MarKEt) ValUation MEthods
stated preference
stated preference approaches ask people to ‘state
their preference’ directly for a good or service using
questionnaire surveys. For example, contingent
valuation surveys ask respondents the equivalent
value through their willingness to pay for a good or
service, or their willingness to accept as a
compensating value for its loss (Fujiwara and
campbell 2011). as the name suggests, contingent
valuations are contingent on specific characteristics.
For example, this could include the willingness to pay
for a specific increase in personal health or an
improved local ecosystem, or conversely the
willingness to accept a reduction in health or the
damaged local ecosystem.
revealed preference
revealed preference techniques examine the way in
which people reveal their preferences for goods or
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services through market production and
consumption, and the prices that are therefore given
to these goods (explicitly or implicitly). Where direct
markets for goods or services exist, the values that
people place on them are revealed directly using
market prices, either for that or similar goods
(substitute prices). Where an impact causes a change
in production, then effects on production (or changes
in productivity) can be used (natural capital coalition
2016).
Within these techniques, values can also be revealed
by analysing data on the time and cost incurred to
visit (say) the facility in question (the travel cost
method). alternatively, they can be based on
analysing how the price of an asset changes with
different attributes, such as housing prices for access
to favoured schools, ecosystems view, or the number
of bedrooms (called hedonic pricing). this approach
can also use wage differentials between similar jobs
to value (say) environmental quality differences
between regions.
life satisfaction (Wellbeing valuation)
Wellbeing valuation uses statistical analyses of large
questionnaire datasets to value changes in life
circumstances, by calculating the increase in income
which would be necessary for an equivalent increase
in wellbeing (trotter et al. 2014). For example, if the
increase in wellbeing associated with improved
mental health is equivalent to the increase in
wellbeing associated with a €2,000 increase in
income, then it can be inferred that the value of
improved mental health is €2,000 per year. a
combination of the wellbeing valuation and stated
preference approaches can be used (called hybrid
stated preference / wellbeing valuation), whereby
respondents are asked to state the amount of
compensation they would be willing to accept for a
particular loss, in order to maintain their current level
of wellbeing.
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