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Executive Summary

We set out to gather the current, available information on costing end of life care to inform a more robust 
steer for the potential costs and savings that the EoLC national programme can utilise as a framework for 
the QIPP activities for 2012/13 and beyond.

We examined the available evidence to address three key questions:

l	 What learning has there been, especially in the last two years?

l	 What does this tell us?

l	 What is there that can be extrapolated into the national arena?

In all, 57 documents were analysed, to seek the answers to 8 questions relating to end of life care costs in 
acute hospital settings and in community settings and to consider the potential cost savings of shifting the 
place of care. 

From this we concluded: 

l	 There is a wealth of information to draw on and there is merit and learning in bringing the end of life care 
costing information into this one ‘snap shot’ report 

l	 The variability of the work being reported leads to significant limitations of the findings that can be made 
in this report

l	 There are no robust, agreed costs of end of life care, but there is a range of costing information to draw 
on to inform the range of costs for end of life care in acute and community settings

l	 We do not know from the documents analysed if the cost of an admission ending in death or the cost 
of an inpatient day for the episode that ends in death is greater than, equal to or less than the current 
‘price’; the complexities of ‘cost’, ‘price’ and tariff are explored further in the report 

l	 There are potential savings that could be released by shifting care from the acute to the community 
setting if such is the patient’s wish and if the commensurate disinvestment in acute care systems can be 
achieved

l	 The document analysis shows that there is concern about the ability of current systems to realise the 
changes needed to release the funds for reinvestment and/or savings

l	 There is much work still to do to develop robust cost information to support the continued development 
of high quality, cost effective end of life care

l	 The work of the Palliative Care Funding Pilots (PCFPs) to develop the per-patient funding tariff through 
highlighting the actual costs of palliative and end of life care will greatly clarify the answers to some of the 
questions posed here. 

3



4

The findings led to the following three recommendations to the national end of life care programme and 
relevant strategic partners to further inform the QIPP activities: 

1. Focused modelling work on acute and community EoLC costs 
 The findings of this brief overview identified EoLC costing information of variable reliability and analysis 

should be further developed through focused economic modelling to ensure the best use of the evidence. 
It is recommended that this work should drill down into the available data to weigh the information and 
address two specific areas: 

l	 A focused piece of work to examine existing information on the potential differentials of cost vs price 
in delivering in-patient end of life care in the acute setting (acknowledging the fixed and variable costs 
involved)

l	 A focused piece of work to model the cost of community based end of life care, drawing on current 
NICE and NEoLCP work that benchmarks what good quality community based end of life care looks like 
and referring to the worked-up examples of unit cost per intervention (see Appendix C).

2. Continued efforts to improve data quality 
Co-ordinated work should continue (e.g. under the auspices of the NEoLCIN and the PCFPs) to improve 
the quality of data available on end of life care costs, to address the acknowledged deficit in robust 
information for planning, delivering and evaluating EoLC. 

3. Addressing concerns about ‘strategic disinvestment’ 
There is a need to address the concerns expressed that the system is not currently designed to achieve the 
strategic disinvestment needed to realise the potential savings of shifting the place of EoLC from hospital 
to community based settings. This is relevant to wider programmes of work to move care ‘closer to home’ 
and joint work on this issue with, for example, the Long Term Conditions programme would be beneficial. 
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1 Introduction

The QIPP End of Life Care (EoLC) national workstream recently came under the management of the wider 
national EoLC programme (NEoLCP), bringing together expertise and leverage. 

The QIPP EoLC workstream, initiated in 2010 and which runs until March 2015, has a clear, defined 
programme of work that is fully aligned to and supports the key aims and objectives of the NEoLCP. The 
EoLC QIPP initiative seeks to identify how services can be redesigned to achieve the twin aims of improved 
quality and efficiency. However, despite great efforts, there remains a gap across the many and various inter-
related EoLC workstreams in terms of an established set of costing benchmark data. 

To address this acknowledged gap a short focused project was commissioned in late January 2012. The 
purpose of this project was to gather the current, available information on costing end of life care to inform 
a more robust steer for the potential costs and savings that the EoLC national programme can utilise as a 
framework for the QIPP activities for 2012/13 and beyond.



6

2 Context and background to the work

2.1  2010 costings review

In 2010 the NEoLCP team commissioned a short report to collate available approaches to costing end of life 
care. This drew together 16 pieces of work, (published and unpublished). Following an interactive workshop 
with the leaders of that work a report was finalised in December 2010. The report concluded that:

‘There are significant challenges in identifying the ‘end of life care’ cohort with common currencies with 
consistent data. What we know about the costs of end of life care is ‘piecemeal’ – valuable in its own right 
but not comparative across projects.’

2.2  Palliative care funding review 

The report of the palliative care funding review (PCFR) (July 2011) recommended that a series of pilots be set 
up to collect data, to address the lack of good quality data currently available. In the call for those pilots, the 
PCFR recognised that:

‘The cost drivers in acute care (which are largely based on diagnosis and procedures and which are the main 
determinants of the current Payment by Results system) do not work well for palliative care.’1  

National work is underway to develop ‘per person funding’ for palliative care through the palliative care 
funding pilots (PCFPs). However the PCFPs have only just started to collect data and are in the very early 
stages of developing the per-patient funding tariff so this will not produce immediate results. Current 
timescales indicate that the PCFPs will aim to highlight and elucidate the actual costs of palliative and end of 
life care over their lifespan (2012-2014) and develop the per-patient funding tariff from 2014/15, but its full 
effects will not begin until April 2015. 

2.3 QIPP EoLC National Workstream

The QIPP EoLC national workstream was established in 2010 and used available information from pilot sites 
across England and published works as the reference cost base. The wide variance in projected cost savings 
highlights the lack of a shared approach to EoLC costing. Currently this negatively affects the ability of the 
workstream to determine robust EoLC costs and therefore potential QIPP savings.

2.4 EoLC and Predictive Modelling tools

The NEoLCP is aware of studies that have shown benefit in using predictive modelling tools to identify end 
of life care needs within a population and is also aware that the data used to support predictive modelling 
has the potential to provide a rich source of intelligence with regard to resource utilisation within a ‘risk 
stratified’ population.  

A project was therefore commissioned in March 2012 to undertake exploratory work that would identify 
the potential contributions that predictive modelling tools could make to improving both the provision and 
commissioning of EoLC services.  There is therefore the possibility that intelligence from this work will be able 
to inform the costs of packages of care for people in the last year of life.  The project is expected to produce 
its findings in summer 2012.

1 Palliative Care Funding Pilots, 2012/14, expressions of interest (28 November 2011) 
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3 Objectives for this work

The objectives of this work were set out in the agreed specification in January 2012:

‘to aim to identify the current, emerging, available information and evidence on costing end of life care, 
collate and examine this, highlight what can be learned / concluded from this and set out what gaps in 
knowledge remain, focusing on the QIPP EoLC national workstream intervention priorities.’

It was acknowledged that gaps in current costing knowledge may limit the potential reach of the 
investigation and any such gaps were to be highlighted in the findings report to inform recommendations 
going forward.

In detail the work sought to address the following questions:

1. What is the current, accepted, benchmark average cost of an inpatient admission in the last year of life 
that ends in death?

2. What is the current, accepted, benchmark average cost of an inpatient bed day in the episode of care 
that ends in death?

3. What additional costs might need to be borne by community services if care was shifted into the 
community setting?

4. Do projected community care costs indicate that pump priming of community services is required to 
facilitate the shift of care into the community?

5. What are the additional average costs of social care that need to be attributed if care is moved outside 
of the acute setting?

6. Are there real potential productivity gains to be made by shifting care to the community or is it cost 
neutral?

7. What are the risks of introducing perverse incentives if measures to reduce costs, e.g. by decreasing 8+ 
days length of stay, are introduced?

8. What mechanisms exist to release cash from within the system to reinvest in community care?
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4 Approach adopted

The work was sponsored by the QIPP EoLC programme lead on behalf of the wider NEoLCP team, with close 
linkage to the national EoLC programme. The start point of the work was the NICE guide for commissioners 
on end of life care for adults and benchmarking tool (2011). 

The lead consultant, supported by the QIPP EoLC programme lead and the NEoLCP team, trawled for 
costing work that has emerged since the preparation of the 2010 report to ascertain what new learning 
has emerged in relation to EoLC costs and potential QIPP savings. This involved interrogation of a range of 
information (such as the NEoLCP Intelligence Network reports, local and national work on EoLC projects, 
pilots, academic research and work in SHAs), as suggested and advised by key partners. 

In all, 57 document sources were identified and analysed, ranging from published reports from, for example, 
NICE, the Nuffield Trust, Kings Fund, Marie Curie and other published and unpublished papers. A full list of 
the references is in Appendix A.  

Each document analysed was allocated a reference number (1-57) as indicated in the first column of the 
table in Appendix A. This reference number is used to indicate which document is being referred in the body 
of this report and in tables 1-8 (Appendix B).

To acknowledge the wide variation in document sources, each source was nominally assigned to one of two 
broad categories, as indicated in the final column of the table in Appendix A: 

¥ = national work and/or work that had been peer reviewed and/or work that has published by 
recognised body.

Ω = local analysis and/or work that is based on one local scheme and/or work that is unpublished work, 
shared with the NEoLCP.

The project leads are grateful to everyone who brought papers to their attention and to those who gave 
access to unpublished work and papers. The conclusions drawn from this analysis are entirely those of the 
project leads and do not necessarily reflect the views and opinions of the original authors of the papers that 
are drawn on.
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5 Findings from the document analysis

5.1 Presentation of the findings 

Tables 1 – 8, given in Appendix B, address each of the 8 research questions in turn, showing the evidence 
from the documents and identifying the source, using the document reference number as shown in 
Appendix A.  The evidence is presented in tables 1-8 in the order the papers are listed in the Appendix A, 
with no ranking of importance or relevance suggested.

The information gleaned from the document analysis and given in detail in the tables is summarised and 
discussed in three sections, 5.2 – 5.4, below: 

l	 Findings on costs of EoLC in acute hospital settings

l	 Findings on community health and social care EoLC costs

l	 Findings on productivity gains and cash releasing mechanisms.

5.2 Findings on costs of EoLC in acute hospital settings

The findings from the document analysis for each of the questions are listed in the tables in Appendix B.

Questions 1, 2 and 7 are informed by the work (i) to reduce unnecessary, unplanned admissions in the last 
year of life (ii) to shift the place of death from hospital to usual place of residence (where the clinical need 
and patient choice shows this to be the preferred option) and (iii) the knowledge that over half of people 
who die in hospital have had an admission with a length of stay equal to or greater than 8 days.

The questions ask about the benchmark / average cost of an inpatient admission and inpatient bed day.  
The cost is not the same as the price, although in many of the documents the terms are used 
interchangeably. The NHS works on a system of tariffs / Payments by Results (PbR). As indicated in the PCFR 
report (4) that system does not work well for palliative care. 

Inpatient admission price/costs
In the documents analysed, there is information on the price of an inpatient admission. The figure suggested 
by NICE is £2,506 (3). The working estimate proposed for the QIPP programme is £3,000 (5). The figure 
suggested by Bardsley (26) is £3,779. The figure suggested by work from a local study in Birmingham (53) is 
£2,352.

In the documents analysed, there is information on the cost of an inpatient admission, using an ‘average’ 
or ‘proxy’ cost. There is, in this matter, an element of quoting and re-quoting. For example, the QIPP work 
(5 and 6) refers to the DALE work (10). The PCFR report (4) the NEoLCP report (25) and the North West SHA 
reports (31) all refer to back to that QIPP work. The basis of the ‘QIPP’ estimated cost of £3,000 is given in 
their note 4 (6), repeated here ‘it is based on estimated cost of in-patient end of life care from a range of 
studies - Hospital Care at Home for: BEN (£3,212), England (£3,026); Dale Rutland (£3,285); S.W. England 
DGH Study (£3,173)’.

Q1 What is the current, accepted, benchmark average cost of an inpatient admission in the last year 
of life that ends in death? 

Q2 What is the current, accepted, benchmark average cost of an inpatient bed day in the episode of 
care that ends in death? 

Q7 What are the risks of introducing perverse incentives if measures to reduce costs, e.g. by 
decreasing 8+ days length of stay, are introduced?
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Bed-day price/costs
In the documents analysed, there is information on the cost of an inpatient bed day. There is insufficient 
additional information in the reports to establish what component parts were included in the various figures 
that are quoted. In some cases the information is derived from tariff and is not, therefore, specific to end of 
life care.

Jones (7) suggests that the cost can range from £100 (this figures assumes only ‘hotel costs’ are being 
incurred and that the patient could be cared for away from the acute setting) to £345 (2008/09 costs) – he 
suggests £345 as the best indicator of the cost of a bed day in hospital. The figure suggested by NICE (2) is 
£231 (based on 2011/12 tariff); the NEoLCIN (14) suggest £200 (as a working estimate); the Kings Fund (17) 
refer to c£200; the economic modelling for the NAO by Europe (16) (2008) reports hospital care as £222 
per day. The Institute for Healthcare research (47) estimated a bed day to cost £317, but noted that this did 
not reflect e.g. specialist palliative care or intensive care costs. Marie Curie Cancer Care (51) suggests that the 
estimated cost of a day of specialist palliative in-patient bed is £425. In the NHS reference cost manual the 
2010/11 national average unit cost for inpatient specialist palliative care was £3832. 

There is not an accepted, benchmark, average cost of an inpatient admission in the last year of life that ends 
in death or of an inpatient day in the episode of care that ends in death.

The information on actual hospice costs given in the documents (e.g. that a hospice admission costs £5,230 
(33)) is of interest but is not directly relevant to this review, where the remit was to look at costs of EoLC in 
acute hospital settings and in community settings.  

Acute hospital costs/prices

We do not know from the documents analysed if the cost of an admission ending in death or the cost of 
an inpatient day for the episode that ends in death is greater than, equal to or less than the price (tariff). 
In several of the documents analysed it is suggested that costs are generally under-reported as they do 
not include, for example, intensive care costs (e.g. IHM, 47). The PCFR report (4) comments on the how 
pharmacy costs, lab test and intensive care costs can contribute to great variation in inpatient bed day costs. 
The cost of providing end of life care in an acute hospital setting may, in fact, be greater than the price the 
provider receives under the current NHS funding system. 

Potential perverse incentives 

When considering the potential of introducing perverse incentives into the system, the dynamics of price 
and cost come into play. The actual cost of an inpatient admission/ inpatient bed day would be borne by 
the provider of the care, made up of fixed and variable costs. NICE (2) comments: ‘Reduced hospital activity 
leads to a direct saving to a commissioner via reduced charges through the national tariff. However, for 
a hospital provider, only the costs of consumables will be saved in the short term and overheads will be 
unchanged.’

The NEoLCP (46) report observes that the number of 8+ day emergency admissions ending in death is 
sufficiently large enough (~800 per PCT) to allow robust and valid statistical monitoring. It notes that a 10% 
reduction in 8+ bed days ending in death could yield savings of around £57m in hospital costs @ £200 
per bed day, but that additional costs in the community would be anticipated. There is little confidence that 
savings would be released to commissioners, who would be expected to fund alternative care arrangements. 
It concludes with the observation that a more detailed understanding of lengths of stay and deaths in 
hospital is being developed.

The short paper prepared by Bardsley (26) refers to the cost of an inpatient spell ending in death after 8 days 
or more as £4,940 (compared to his estimate of £2,223 for an admission of less than 8 days that ends in 
death). 

Jones (7) comments ‘If we were to reduce the bed days per death in London to the national average the 
resulting cost saving would be in the range £744m (at £345 per bed day) to £217m (at lowest estimated 
bed day cost of £100 per bed day).’

2 www.herc.ox.ac.uk/icohde/datasets/169
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As indicated above, the NHS has a series of reference costs and national tariffs. NHS reference costs are 
prepared annually, these are the average costs to the NHS of providing a defined service in a given financial 
year and this information informs the national tariffs. Not all NHS spend is covered by Payments by Results 
(PbR). Where PbR applies, there are associated lengths of stay for different specialties. Where a length of 
stay exceeds what is determined to be the upper limit for the procedure, a ‘trim point’ may apply. Beyond 
the trim point the ‘daily rate’ for the (excess) bed day is set at a lower rate (e.g. at 30% of tariff)3. This 
mechanism is used to influence commissioner and provider behaviour. However, there is no tariff for end of 
life care, so there is no agreed length of stay figures and therefore no current application of trim points. 

Monitor is currently undertaking an evaluation of the reimbursement system for NHS funded care. 
Preliminary findings4 reported in February 2012, are that the information underpinning the system (PbR, 
block contracts, local tariffs) need significant improvement. Comments on the twelve key findings are invited 
to inform next steps to impact positively on the quality and efficiency of care. 

The QIPP EoLC national workstream has recognised the risk of introducing perverse incentives to the system 
if process improvements to reduce the average number of 8 day+ lengths of stay and total number of bed 
days, are introduced untested. As such, a six month pilot, working with a range of health organisations, 
commenced from April 2012 to assess how long lengths of stay, for the last admission that ends in death, 
might be reduced (where this supports clinical need and patient choice) whilst avoiding the creation of 
perverse incentives. Findings from the pilot are anticipated late 2012 and will inform finalisation of the 
workstreams KPI 2: ‘To reduce the number of hospital admissions of 8 days or more, which end in death. 
This is based on clinical need, quality of care and individuals’ preferences.’

Q1, Q2, Q7: Summary 

The price of an inpatient admission in the last year of life that ends in death, as suggested by the 
document analysis ranges from £2,352 – £3,779. There are no reliable indicators of costs due to the lack 
of reference costs for admissions to hospital that end in death. 

The cost of an inpatient bed day in the episode of care that ends in death, as suggested by the document 
analysis ranges from £200 - £425. There is no equivalent price to the service commissioner, due to the 
current methods of calculating reference costs, tariff and trim points / excess bed day costs. 

We do not know from the documents analysed if the cost of an admission for the episode of care that 
ends in death is greater than, equal to or less than the price (tariff). 

The pilots underway to inform the development of the EoLC QIPP KPI 2, to reduce the number of hospital 
admissions of 8 days+ which end in death, will assist in clarifying the position regarding potential 
perverse incentives. 

3 HFMA briefing paper, May 2011, ‘Understanding Payments by Results’ 
4 www.monitor-nhsft.gov.uk/home/news-events-and-publications/our-publications/browse-category/about-monitor/monitors-

proposed-n-0 
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5.3 Findings on community health and social care EoLC costs 

The findings from the document analysis for each of the questions are listed in the tables in Appendix B.

Questions 3, 4 and 5 are informed by the work to recognise the cost impacts of moving care from an acute 
hospital to a community setting and to acknowledge that there may be ‘double running’ or pump priming 
needed to get the necessary community health and social care services in place.

Q3 What additional costs might need to be borne by community services if care was shifted into the 
community setting?

Q5 What additional costs might need to be borne by community services if care was shifted into the 
community setting?

Q4 Do projected community care costs indicate that pump priming of community services is 
required to facilitate the shift of care into the community? 

Additional community health costs
Additional community health and social care costs are difficult to glean from the documents analysed. As 
the Kings Fund report (35) observed: ‘Providing a descriptive analysis of the costs of community services has 
proved difficult in the absence of systematic, routine and electronic data on all the relevant aspects of the 
community care provided’. Different areas have different community services provision, so the additional 
services that are needed will differ. Commentators ‘qualify’ their estimates of additional costs e.g. Pollington 
(33) ‘assuming the usual community health and social care services in place’.

The document analysis showed that where costs are estimated there are many variables. For example, across 
different reports the length of the episode of care being reported may differ (e.g. last month of life, last 2 
weeks of life, last week of life or last days of life). As such, the direct comparison from one report to another 
or from hospital to community setting cannot be made. 

It is suggested in one document (5) that the costs of providing care in the community (as a result of a 
patient not being admitted to hospital) range from £1,500 - £2,670. A further report (10) suggests that a 
unit cost of the community service is c£2,800 per patient supported. Another report (49) that estimated 
the likely cost of staff (excluding equipment or other consumables) necessary to support someone during 
their last days in the community as an alternative to hospital put the cost at between £1,415 and £1,850 
depending on the type of needs someone had. This work (49) was based on a ‘simulation’ of likely costs 
informed by a range of professionals and was facilitated by the Whole Systems Partnership (WSP) and Skills 
for Health (SfH). It did not distinguish between health and social care input and therefore implicitly covers all 
the support necessary rather than just that available from one professional group.  

The Kings Fund evaluation of the Marie Curie Choice programme (35) suggests that median costs of use 
of community service utilisation ranged from £2,423 pre programme to £1,632 post programme (i.e. 
after the Choice programme had been implemented facilitating more people to chose to die at home) and 
observed that reductions in cost savings (e.g. 999 calls, GP visits) were offset by increases in programme 
and community nursing usage. Marie Curie Cancer Care (51) estimate of costs of end of life care in different 
settings suggests the cost of intensive support at home for last 14 days of person’s life is £2,500.

The Anticipatory Care Planning study (18) refers to the need for some new community health services and 
the need to make best use of existing resources/initiatives (e.g. reviewing physician in the DGH, work on 
tackling unplanned admissions, access to care assistants and AHPs and improved family /carer support) but 
these are not costed. The Critical Success Factors report (25) similarly identifies the factors needed to effect 
the achievement of preferred place of death at home, but the report does not provide details of the costs 
incurred. 

However, despite the difficulties in identifying robust, comparable data, there is useful information in the 
documents to assist with calculating the costs of community based end of life care. 
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The NICE benchmarking tool (3) refers to investment by PCT per 100,000 population for several different 
aspects of community health services (e.g. rapid response, discharge facilitator, Marie Curie Nurses) to enable 
health commissioners to calculate what investment would be needed to put those community based EoLC 
services in place. 

The Kings Fund (35) reported considerable work on developing a unit cost for a range of 25 different ‘items’ 
of community care, based on detailed study of 40 cancer patients (before and after the implementation of 
the Marie Curie Choice programme).

Marie Curie Cancer Care (51) estimate of costs of end of life care in different settings suggests an estimated 
cost of a day at end of life of £145 in community setting, with different elements costed up and presented 
in table. This is compared to their finding of £425 per bed day in hospital (reported above). 

Additional social care costs

The work in the East Midlands (49) took a ‘functional analysis’ approach that identified need and not 
professional group, thereby implicitly including social care input.  The work reported by the Nuffield Trust 
(27, 28 and 29) refers to social care input at the end of life.  This Nuffield Trust work (29) in two centres in 
England suggested that 30% of people received some form of LA funded social care in their last year of life. 
The average cost of this care during the last year of life was £3,600. In addition, it has been estimated5 that 
during 2010/11, 47,124 people received ‘category 1’ (fast track) NHS continuing healthcare funding, which 
is typically only available for an average of 6 weeks and predominantly ends at the person’s death. The 
average cost of this per person was £2,883. Marie Curie Cancer Care work (57) in 2012 suggested that the 
weighted weekly cost of social care per user (non cancer) is £131.

The NEoLCP report (46) refers to the Nuffield Trust findings (29) and summarises: 
‘Though hospital use climbs steeply in the last few months of life, social care use shows only a steady 
increase in the last 12 months. There is some evidence across all age groups that higher social care costs at 
the end of life tend to be associated with lower inpatient costs. The use of social care also differed according 
to the presence of certain long-term conditions. For example people with mental health problems, falls and 
injury, stroke, diabetes and asthma tended to use more; those with cancer appeared to use relatively less 
local authority-funded social care.’

In proposing a study to predict social care costs at end of life, the Nuffield Trust compiled (28) a table of 
‘unit cost assumptions’ (which includes, for example, costs of high, medium and low intensity home care 
(per week) and equipment and adaptations (per installation)). This information is derived from national 
‘reference costs’ of adult social care and would potentially allow social care costs for additional end of life 
care at home to be calculated.  

Calculating community based EoLC costs

A summary table is given in Appendix C to assist with understanding the different elements that are 
identified in these reports (NICE (3), Nuffield Trust (28), Kings Fund (35) and Marie Curie (51)) to estimate 
the costs of providing end of life care in community settings. As indicated in that table, there is a range of 
elements / interventions that have been identified and costs attributed. The different elements identified 
could be combined with the expertise and knowledge of those involved in ‘field work’ (e.g. the NEoLCP CSF 
report (25) and WSP/SfH report (49)) to propose a model of costed EoLC in community settings.

5 Unpublished material referred to in PCFP bids 
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Pump priming costs 

There is very little in the documents analysed on the issue of pump priming costs required to get community 
services in place to facilitate the shift of care. The NICE benchmarking tool enables commissioners to 
calculate additional investment needed (3). The NHS Institute for Innovation and Improvement, reporting on 
work in Leeds notes that ‘The service has achieved a 5% reduction in admission to hospital due to improved 
symptom control at home. They have also reduced the number of crisis calls from carers... The costed 
components of this programme of work indicate that these quality standards have been achieved with an 
investment of £415,744’ (22).

The Kings Fund (17) commented ‘To realise the savings, other services such as social and community 
care must be in place. While hospitals can make savings by reducing length of stay, NHS or social care 
commissioners need to pay for the alternatives. Under current funding arrangements, it can be difficult for 
those alternatives to be provided.’

Finally, it should be noted that providing alternative solutions to dying in hospital, were an individual to have 
expressed that as a choice, is not solely dependent on the alternative services being available.  Decisions 
at end of life need to be anticipated and discussed early, which will incur its own cost, as a minimum the 
skills and expertise of professionals in asking the ‘surprise question’. The development of these skills and the 
capacity to respond to brief but early interventions of this type should not be forgotten in this costings work.

Q3, Q5, Q4: Summary 

It is reported that there is considerable difficulty in measuring the costs of community based EoLC; the 
document analysis suggests that costs range from £1,415 - £2,800 per patient. 

There are considerable findings on community EoLC costs and the range of information offered by NICE, 
Kings Fund, Marie Curie cancer care and Nuffield Trust could assist in further refining the estimates of 
actual and/or additional costs. 

The document analysis did not identify definitive findings on the costs of pump priming.

Using community care costs to make comparisons with inpatient costs is difficult, not least because there 
are no like for like comparisons. However, the information in the documents analysed suggests that costs 
of EoLC in community settings are comparable to and do not significantly exceed the price being paid for 
care in acute hospital settings. If, in fact, the cost of acute inpatient care exceeds the current price, then 
supporting community alternatives for EoLC would offer even greater cost savings.
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5.4 Findings on productivity gains and cash releasing mechanisms  

The findings from the document analysis for each of the questions are listed in the tables in Appendix B.

Questions 6 and 8 are informed by the EoLC QIPP initiative, to seek to identify how EoLC services can be 
redesigned to achieve the twin aims of improved quality and efficiency. It is important to identify productivity 
gains to enable reinvestment in EoLC through system redesign and/or identify those savings that are cash 
releasing. 

There are several general comments in the documents analysed about service redesign and investment in 
community based EoLC as alternatives to acute hospital based care. In this, there are references to both ‘cost 
neutral’ options and to ‘potential savings.’ 

‘Emerging evidence suggests that redesigning local end of life care pathways to enable provision of high 
quality end of life care resulting in more people being able to die in their usual place of residence, rather 
than in hospital, is at worst cost neutral and has the potential to be a more efficient and effective use of 
resources...’ NICE (2).

The NEoLCIN team, in proposing a new indicator, comment that ‘From a financial perspective there may be 
scope to reduce acute hospital costs for the NHS - an annual saving of approximately £57.4m - £67.8m. This 
is not a net save of money for the NHS as it is likely that many patients would require care services elsewhere 
upon discharge from hospital. It is predicted but not guaranteed that costs would be lower for care outside 
hospital.’ (14)

There are some views expressed that any investment in EoLC in the community would be broadly cost 
neutral in terms of hospital admissions saved. The model proposed by WSP/SfH (49) was felt to realistically 
reflect the cost impact of improving early recognition and meeting patient choice on place of death. This 
tool has now been calibrated to 6 localities covering a population of just over 1.5 million. In each case local 
death statistics and locally determined targets for reductions in the number of deaths in hospital for all client 
groups have been used. 

The total number of people whose death would be supported at home rather than in hospital were local 
targets to be realised was c1, 140 with a total cost saving (when netting off the cost of community staff 
to deliver alternatives over the last days of life from the price of a hospital admission) of £1,180, or £1,000 
per person helped to die at home. This ‘saving’, however, would be required to offset the costs of early 
interventions that would be necessary to fully realise choice at the end of life. Other benefits during the last 
year of life that might include a reduction in hospital admissions that did not end in death have not been 
taken into account.

The QIPP workstream working papers (5) estimate that, ‘the average cost of inpatient care is double the cost 
of care in community setting – so potentially 50% savings (this is maximum, minimum level is assumed as 
11%). Total estimated savings from this workstream is therefore estimated to range from about £173m to 
about £277m. Of this cash related savings is estimated to between £47m and £201m.’ 

Q6 Are there real potential productivity gains to be made by shifting care to the community or is it 
cost neutral? 

Q8 What mechanisms exist to release cash from within the system to reinvest in community care? 
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Palliative care 

Several reports highlight that the availability of palliative care could lead to significant cost savings, in 
addition to the obvious care benefits. This is pertinent to both hospital and community settings. 

‘Ensuring availability of palliative care in hospital and community settings, and supporting early referral to 
palliative care, could therefore potentially lead to significant cost savings for the NHS on hospital costs in the 
last year of life.’ PCFR (4).

‘In Spain, evidence has been found of the financial benefits of end-of-life care... a shift away from the 
use of conventional hospital treatment towards palliative care, an increase in homecare and lower use of 
emergency rooms in 2006 generated savings of 61% compared with expenditure recorded in a 1992 study.‘ 
Research conducted around the world has yielded similar results. “All studies ...have shown very substantial 
reductions in costs when like patients receive palliative care and they’re compared to a control group that 
does not.” (Economist Intelligence Unit) (23).

‘When a patient moves from ICU to the palliative care unit, the system saves $2,0006 a day. Some 
proponents of hospital-based palliative care have suggested that palliative care consultations reduce Length 
of Stay.’ (USA study) (56). 

Care co-ordination 

Some evidence suggests greater co-ordination of care can improve quality without incurring any additional 
costs. ‘There may be some scope to make cost savings, particularly through a reduction of unnecessary 
admissions into the acute setting, although research on this is limited.’ (Kings Fund, (15)).

‘To summarise, the project has significantly increased the proportion of deaths at home and decreased the 
proportion of deaths in hospital, while keeping the overall combined cost of acute and community care 
stable for patients receiving palliative care in the last eight weeks of life.’ (35).

Productivity gains and cash releasing savings

Overall, the documents analysed suggest that there are productivity gains to be made, but the findings are 
insufficiently detailed to facilitate the determination of precise national targets. 

On the matter of cash releasing savings, there was concern expressed in documents analysed about the 
ability of the current system to release the cash. 

‘Reduced hospital activity leads to a direct saving to a commissioner via reduced charges through the 
national tariff. However, for a hospital provider, only the costs of consumables will be saved in the short term 
and overheads will be unchanged. A step change needs to be brought about so capacity can be 
released if savings are to be reflected in hospital expenditure.’ NICE (2). 

‘It is clear that the potential gains in terms of health outcomes, patient experience and cost savings are 
considerable. Yet implementation will not be straightforward ...this is not because we lack the evidence 
and information about what to do, but because of the scale of the change management task, particularly 
as investing in community-based care will deliver savings only if accompanied by strategic 
disinvestment from hospitals.’ Kings Fund (15).

6 Based on ICU costing $3500 per day and palliative care unit costing $1500 per day
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Q6, Q8: Summary 

The document analysis showed that there are potential productivity gains to be made.

The work by NICE (2) shows that reduced hospital admissions lead to direct savings to the commissioner 
through reduced charges via the tariff. The current tariff arrangements in the acute sector, however, do 
not adequately reflect costs of end of life care and therefore do not provide as much incentive to change 
as might be desirable. 

Savings to a commissioner and savings to a provider are not ‘equal,’ as noted earlier. We know that costs 
to providers include both fixed costs and variable costs. We do not know if the ‘price’ covers the full 
cost. It is suggested that referral to palliative care services can lead to cost savings, in both hospital and 
community settings. 

Referring to the figures from the documents analysed (with all the acknowledged limitations and caveats) 
the midpoint of the estimated inpatient EoLC costs is £3,065.50 and the midpoint of the estimated 
community care EoLC costs is £2,107.50, giving an estimated potential saving of £958. 

The document analysis shows that there is concern about the ability of current systems to realise the 
changes needed to release the funds for reinvestment and/or savings. The Kings Fund (15) refers to the 
need for ‘strategic disinvestment from hospitals’ and NICE (2) observes the difficulties in releasing hospital 
based capacity and developing community based care.
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6 Summary of findings 

6.1  Findings on costs of EoLC in acute hospital settings (Q1, Q2, Q7) 

The price of an inpatient admission in the last year of life that ends in death, as suggested by the document 
analysis ranges from £2,352 - £3,779. There are no reliable indicators of costs due to the lack of reference 
costs for admissions to hospital that end in death. 

The cost of an inpatient bed day in the episode of care that ends in death, as suggested by the document 
analysis ranges from £200 - £425. There is no equivalent price to the service commissioner, due to the 
current methods of calculating reference costs, tariff and trim points / excess bed day costs. 

We therefore do not know from the documents analysed if the cost of an admission for the episode that 
ends in death is greater than, equal to or less than the price (tariff).

The pilots underway to inform the development of the EoLC QIPP KPI 2, to reduce the number of hospital 
admissions of 8 days+ which end in death, will assist in clarifying the position regarding potential perverse 
incentives. 

6.2 Findings on community health and social care EoLC costs (Q3, Q4, Q5)

It is reported that there is considerable difficulty in measuring the costs of community based EoLC; the 
document analysis suggests that costs range from £1,415 – £2,800 per patient. 

There are considerable findings on community EoLC costs and the range of information offered by NICE, 
Kings Fund, Marie Curie cancer care and Nuffield Trust could assist in further refining the estimates of actual 
and/or additional costs. 

The document analysis did not identify definitive findings the costs of pump priming.

Using community care costs to make comparisons with inpatient costs is difficult, not least because there 
are no like for like comparisons. However, the information in the documents analysed suggests that costs 
of EoLC in community settings are comparable to and do not significantly exceed the price being paid for 
care in acute hospital settings. If, in fact, the cost of acute inpatient care exceeds the current price, then 
supporting community alternatives for EoLC would offer even greater cost savings. 

6.3 Findings on productivity gains and cash releasing mechanisms (Q6, Q8)  

The document analysis showed that there are potential productivity gains to be made. 

The work by NICE (2) shows that reduced hospital admissions lead to direct savings to the commissioner 
through reduced charges via the tariff. The current tariff arrangements in the acute sector, however, do not 
adequately reflect costs of end of life care and therefore do not provide as much incentive to change as 
might be desirable. 

Savings to a commissioner and savings to a provider are not ‘equal,’ as noted earlier. We know that costs to 
providers include both fixed costs and variable costs. We do not know if the ‘price’ covers the full cost. It is 
suggested that referral to palliative care services can lead to cost savings, in both hospital and community 
settings. 

Referring to the figures from the documents analysed (with all the acknowledged limitations and caveats) 
the midpoint of the estimated inpatient EoLC costs is £3,065.50 and the midpoint of the estimated 
community care EoLC costs is £2,107.50, giving an estimated potential saving of £958.

The document analysis shows that there is concern about the ability of ‘the system’ to realise the changes 
needed to release the funds for reinvestment and/or savings. The Kings Fund (15) refers to the need for 
‘strategic disinvestment from hospitals’ and NICE (2) observes the difficulties in releasing hospital based 
capacity and developing community based care. 
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6.4  Limitations of findings   

The limitations of this work and the findings are clearly acknowledged. Whilst the findings do bring some 
additional learning, it is known that information about the costs of end of life care is lacking. In reviewing 
the documents, there are very few ‘like with like’ comparisons that can be made. It is suggested that the 
known limitations of the work are borne in mind when considering the findings. This should not, however, 
over shadow the importance of this review in bringing this information together into one ‘snap short’ report. 

The findings reported here are based on best available evidence at a point in time, March 2012. They will 
only be valuable as a set of working assumptions until such point as they are superseded by more robust 
findings. This will include the outcome of the Palliative Care Funding Pilots to develop the per-patient 
funding tariff through highlighting the actual costs of palliative and end of life care and the work currently 
being initiated around the proposed EoLC QIPP KPI2 (to better understand and avoid the potential of 
introducing perverse incentives to the system if measures to reduce costs by targeting the need to decrease 
8+ days length of stay are introduced).
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7 Recommendations  

Drawing on the findings of this work, there are three recommendations to the national end of life care 
programme and relevant strategic partners to further inform the QIPP activities:  

7.1  Focused modelling work on acute and community EoLC costs  

The findings of this brief overview identified EoLC costing information of variable reliability and analysis 
should be further developed through focused economic modelling to ensure the best use of the evidence. 
It is recommended that this work should drill down into the available data to weigh the information and 
address two specific areas: 

7.1.1 A focused piece of work to examine existing information on the potential differentials of cost vs 
price in delivering in-patient end of life care in the acute setting (acknowledging the fixed and 
variable costs involved).

7.1.2 A focused piece of work to model the cost of community based end of life care, drawing on current 
NICE and NEoLCP work that benchmarks what good quality community based end of life care looks 
like and referring to the worked-up examples of unit cost per intervention (see Appendix C).

7.2 Continued efforts to improve data quality   

Co-ordinated work should continue (e.g. under the auspices of the NEoLCIN and the PCFPs) to improve the 
quality of data available on end of life care costs, to address the acknowledged deficit in robust information 
for planning, delivering and evaluating EoLC. 

7.3 Addressing concerns about ‘strategic disinvestment’    

There is a need to address the concerns expressed that the system is not currently designed to achieve the 
strategic disinvestment needed to realise the potential savings of shifting the place of EoLC from hospital to 
community based settings. This is relevant to wider programmes of work to move care ‘closer to home’ and 
joint work on this issue with, for example, the Long Term Conditions programme would be beneficial.
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Report 
ref no Title of report Author(s) Source and Date

Type 
of 

study7

1 EoLC Final NICE Quality Standards 
for End of Life Care for Adults

NICE November 2011 ¥

2 Guide for commissioners on end of 
life care for adults

NICE December 2011 ¥

3 EoLC for Adults – Commissioning 
and Benchmarking tool (and slide 
set) 

NICE December 2011 ¥

4 Funding the right care and support 
for everyone 

The final report of the 
palliative care funding 
review 

July 2011 ¥

5 QIPP National Workstream EOLC 
Savings Analysis 

BEN PCT Unpublished, 22 02 11 Ω

6 QIPP End of Life Care (EoLC) 
Savings Model

BEN PCT Unpublished, 22 02 11 Ω

7 Bed days per death – a new 
performance measure

Dr Rod Jones (ACMA), 
health care analysis and 
forecasting

Article based on Jones 
R (2011) Bed days: a 
new tool in the British 
Journal of Healthcare 
Management 17(5): 213.

¥

8 Hospital at home: home-based end 
of life care (Review)

Shepperd S, Wee B, 
Straus SE

The Cochrane 
Collaboration; 2011,  
Issue 7

¥

9 Our NHS, Our future – the Next 
Stage Review  

Local report – author 
requested anonymity 

First Report – March 2008, 
Unpublished 

Ω

10 Decisions at Life’s End Project 
(DALE) in Leicestershire and Rutland 
counties

DALE project lead 
(Summary report on 
NEoLCP website)

May 2009 Ω

11 Local preferences and place of 
death in regions within England 
2010

Barbara Gomes, Natalia 
Calanzani, Irene J 
Higginson

August 2011 ¥

12 Preferred priorities of care – pilot 
study audit

Suzanne Wise, End 
of Life Care Facilitator 
and End of Life Care 
team and South West 
Yorkshire Partnership FT 

July 2011, unpublished 
report 

Ω

13 Hospital admissions in the last year 
of life

Dr Julia Verne and 
members of the NEoLCIN 
team

DRAFT, Status report, 
November 2011

Ω

Appendix A: Summary table – list of all documents analysed 

7 ¥ = national work and/or peer reviewed and/or published by recognised body 
	 Ω= local analysis and/or based on one local scheme and/or unpublished work shared in confidence 
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Report 
ref no Title of report Author(s) Source and Date

Type 
of 

study7

14 QIPP Indicator for End of Life Care 
– proposal of new indicator

Dr Julia Verne and 
members of the NEoLCIN 
team

DRAFT, Proposal report, 
November 2011

Ω

15 Transforming our health care 
system – Ten priorities for 
commissioners

Candace Imison, Chris 
Naylor, Nick Goodwin, 
David Buck, Natasha 
Curry, Rachael Addicott 
& Paul Zollinger-Read

Kings Fund report, 2011 ¥

16 The potential cost savings of 
greater use of home and hospice 
based end of life care in England

Evi Hatziandreu, 
Fragiskos Archontakis, 
Andrew Daly in 
conjunction with the 
National Audit Office

RAND Europe – Technical 
report, 2008

¥

17 Emergency bed use – What the 
numbers tell us

Kings Fund 2011 ¥

18 Anticipatory care planning and 
integration: a primary care pilot 
study aimed at reducing unplanned 
hospitalisation

Adrian Baker, Paul Leak, 
Lewis D Ritchie, Amanda 
J Lee and Shona Fielding

British Journal of General 
Practice, February 2012

¥

19 Monitoring investment Local report – author 
requested anonymity

July 2010 Ω

20 Palliative Care and the GMS 
contract quality and outcomes 
framework (QOF)

Gold Standards 
Framework 

2006  ¥

21 Dying for Change – the Demos 
report 

Demos – Charles 
Leadbeater, Jake Garber 

2010 ¥

22 Important choices – where to die 
when the time comes 

NHS Institute for 
Innovation and 
Improvement

January 2010 ¥

23 The quality of death – ranking EoLC 
across the world 

Economist Intelligence 
Unit 

2010 ¥

24 Solihull Care Trust: High Impact 
Actions (EoLC) – Return on 
Investment Calculation Summary

Leeds Community Healthcare: High 
Impact Actions (EoLC) Return on 
Investment Calculation Summary

NHS Institute for 
Innovation and 
Improvement – OPM

Not dated – refers to work 
in 2007 – 2010
Accessed February 2012
www.institute.nhs.uk/
building_capability/
hia_supporting_info/
important_choices_
where_to_die_when_
the_time_comes.html

¥

25 Critical success factors that enable 
individuals to die in their preferred 
place of death 

NEoLCP February 2012 ¥

26 End of life costs Ian Blunt and Martin 
Bardsley

Unpublished working 
paper, November 2011

Ω
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Report 
ref no Title of report Author(s) Source and Date

Type 
of 

study7

27 Understanding patterns of health 
and social care at the end of life

Nuffield Trust (Martin 
Bardsley) – Update for 
End of Life Intelligence 
network 

February 2012 ¥

28 Predicting Social Care costs; a 
feasibility study

The Nuffield Trust February 2011 ¥

29 Social care and hospital use at the 
end of life 

The Nuffield Trust 
Briefing 

December 2010 ¥

30 Nursing People at Home The Queen’s Nursing 
Institute

November 2011 ¥

31 EoLC Baseline report – demand 
and threshold management QIPP: 
(i) Cheshire, Warrington and Wirral 
PCT Cluster (ii) Cumbria PCT Cluster 
(iii) Lancashire PCT Cluster and (iv) 
Greater Manchester PCT Cluster

NHS North West and 
Mersey and Cheshire 
Cancer Network 

Unpublished confidential 
reports – November 2011 

Ω

32 Hospice at Home, financial 
modelling

Bruce Pollington, Heart 
of Kent hospice

Confidential draft paper, 
Presented at NEoLCP 
workshop, October 2010

Ω

33 Specialist Palliative Care service 
costs calculated using hospice 
operational budget data and 
Specialist Palliative Care MDS 
2009/10 report

Bruce Pollington, Heart 
of Kent hospice

Confidential draft paper, 
Spring 2011 (Shared with 
NEoLCP February 2012)

Ω

34 End of Life Care – Identifying 
alternatives to hospital for people 
at the end of life

The Balance of Care 
group / National Audit 
Office (NAO)

2008 ¥

35 Improving Choice at the end of 
life – Impact and costs of the Marie 
Curie delivering choice programme

The King’s Fund 2008 ¥

36 Dying Well Matters in Wales Professor Ilora Finlay 
NHS Wales

Confidential slide set, 
Presented at NEoLCP 
workshop, October 2010

Ω

37 The C Change project – delivering 
high quality and cost-effective care 
across the range of complexities for 
those with advanced conditions in 
the last year of life

Kings College, London, 
Research proposal

Confidential slide set, 
Presented at NEoLCP 
workshop, October 2010

Ω

38 EoLC Economic and Resource 
Modelling Briefing Paper

Confidential report Confidential draft paper, 
Presented at NEoLCP 
workshop, October 2010

Ω

39 Funding the end of the patient 
journey – hospital2home

Royal Marsden and Royal 
Brompton Hospitals

Confidential slide set, 
Presented at NEoLCP 
workshop, October 2010

Ω
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Report 
ref no Title of report Author(s) Source and Date

Type 
of 

study7

40 The permission of this author to refer to this paper in a 
publication was withheld

Confidential paper shared 
with NEoLCP team for 
workshop, October 2010

Ω

41 End of life care – Commissioning 
Support for London approach to 
economic modelling

Commissioning Support 
for London 

Confidential draft paper, 
Presented at NEoLCP 
workshop, October 2010

Ω

42 Hospice in-patient tariff for North 
Central London  

North Central London 
PCTs (Barnet, Enfield, 
Haringey, Camden and 
Islington)

Confidential paper shared 
with NEoLCP team for 
workshop, October 2010

Ω

43 End of life care social marketing 
project – how can the end of life 
care strategy be affordable

NHS Yorkshire and the 
Humber – Discussion 
paper for local 
commissioners

Work completed 2008/09 
– Confidential paper 
shared with NEoLCP team 
for workshop, October 
2010

Ω

44 Improving end of life care for the 
elderly at the hospital community 
interface – an A&E audit 

A report for the Guy’s 
and St Thomas Charity 

January 2009 - paper 
shared with NEoLCP team 
for workshop, October 
2010

Ω

45 End of Life systems modelling 
project

Whole Systems 
Partnership and NHS 
East Midlands Workforce 
team 

Confidential slide set, 
Presented at NEoLCP 
workshop, October 2010

Ω

46 What do we know now that we 
didn’t know a year ago? 

NEoLCP Publication Number 1, 
February 2012 

¥

47 Advance Care Planning 
Implementation 

Institute of Healthcare May 2011 ¥

48 DRAFT ANALYSIS DEATHS IN 
HOSPITAL 2005-2009 

Dr Liliana Risi September 2011 , Draft 
unpublished work 

Ω

49 Cohort Model for End of Life Care 
in Community settings

WSP / SfH report to 
NEoLCP 

April 2011
www.endoflifecare-
intelligence.org.uk/
models

¥

50 Rationing Health Care 
 

Nuffield Trust – Benedict 
Rumbold, Vidhya 
Alakeson and Peter C. 
Smith 

February 2012 Research 
report 

¥

51 Understanding the costs of end of 
life care in different settings 

Marie Curie Cancer Care Briefing paper, January 
2012

¥

52 Fast track service Bradford and Airedale 
PCT 

QIPP Commissioning 
Workshop Slide set 2012

Ω
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Report 
ref no Title of report Author(s) Source and Date

Type 
of 

study7

53  Healthcare at Home NHS Birmingham East & 
North

QIPP Commissioning 
Workshop Slide set 2012

Ω

54 Alternatives to Emergency 
Admission at the End of Life

NHS Oxfordshire QIPP Commissioning 
Workshop Slide set 2012

Ω

55 Midhurst Macmillan Specialist 
Palliative Care Service

Sussex community NHS 
Trust 

QIPP Commissioning 
Workshop Slide set 2012

Ω

56 Cost and Non-Clinical Outcomes of 
Palliative Care

Thomas J Smith and J 
Brian Cassel

Journal of Pain and 
Symptom Management, 
Vol 38, No. 1 July 2009 

¥

57 Costing free social care at the end 
of life

Marie Cure Cancer Care March 2012 ¥
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1. What is the current, accepted, benchmark average cost of an inpatient admission in the 
last year of life that ends in death? 

Findings: 

£2,506 (2010/11) (2)

£3,026 – £3,285 (suggest that £3,000 is taken as working estimate of average cost of an admission in last year of 
life (5 & 6) 

£3,450 (10)

£13,500 (extrapolated from ‘the PCT estimated that savings of £937k could be achieved with a 10% reduction in 
admissions for deaths to 624 in 2012/13’) (21)

£3,779 (2010/11) (26)

£8,649 (refers to inpatient costs per death in last 12 months of life) (29)

£3,200 (inferred by reference to a community spend of £1,200 saves £3,200 per admission) (32)

£5,230 (refers to actual cost of a hospice admission) (33)

£4,200 for a patient spending the last 14 days of their life in hospital (51)

£2,352 – average cost per admission in last 12 months of life (53) 

2. What is the current, accepted, benchmark average cost of an inpatient bed day in the 
episode of care that ends in death?

Findings: 

£231 (2011/12 tariff) (2) 

£100 – £345 (2008/09 ref costs) (7) 

£200 (working estimate) (14)

Economic modelling for the NAO by RAND Europe (2008) reports that palliative care hospital bed days are more 
expensive for the NHS than home care: hospital care = £222 per day; community care (own home or nursing 
home) = £28 per day (16) 

c£200  - it is suggested that reducing LOS by one day saves £215 (17)

It costs about 200 Euros per day for full provision of care at home, which is about the same as a hospice would 
charge (23)

Current contributions from NHS commissioners to hospices per bed day range from £110 to £870 The ScHARR/
NICE economic model suggested a cost per occupied bed day rate of £294 in 2002/03. This would be £362 at 
2009/10 prices. The NHS reference cost of palliative care (2010/11) is £406 (42)

Cost of bed day estimated at £317 per day (47) – but the basic tariff for in-patient care assumes only one diagnosis 
(where there are in reality co-morbidities) and does not reflect e.g. specialist palliative care costs and/or ICU costs 
(47)

Estimated cost of a day of specialist palliative care in-patient bed is £425 (51)

Appendix B: Tables 1-8: research findings in tabular form  

Table 1: inpatient admission cost 

Table 2: inpatient bed day cost 
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3. What additional costs might need to be borne by community services if care was shifted 
into the community setting?

Findings: 

The NICE benchmarking tool includes investment by PCT per 100,000 population for 8 different aspects of 
community health services (3) 

Universal palliative care costs £2,432- £3,811 per person (this refers to the ‘bundle’ of care a person might receive 
in their last 3-5 months of life including assessments and one ‘episode of last days care’) (4) 

Costs of providing care in the community (as a result of patient not being admitted)  range from £1,500 - £2,670 
(5)

A unit cost of the community service is c£2,800 per patient supported by the DALE team (10) 

The (anticipatory care planning) study refers to the need for some new community health services and the need 
to make best use of existing resources/initiatives (e.g. reviewing physician in the DGH, work on tackling unplanned 
admissions, access to care assistants and AHPs and improved family /carer support) (18)

Hospice at home costs estimated to be £1,735 pp (2009) (Carlisle) or £2,250 pp (2009) (St Albans) (21)

It costs about 200 Euros per day for full provision of care at home, which is about the same as a hospice would 
charge (23)

Hospice @ Home costs per patient = £1,260 (assuming usual community health services also in place) (33)

A one off payment of £1,620 per patient would cover full MDT Hospice @ Home costs (assuming usual community 
health and social care services in place; refers to last 2 weeks of life) (33)

Reductions in cost savings (e.g. 999 call, GP visits) were offset by increases in programme and community nursing 
usage (35)

Median costs of use of community service utilisation ranged from £2,423 pre programme to £1,632 post 
programme (referring to the Marie Curie Choice programme) (35) 

Estimated cost of a day at end of life £145 in community – 5 main elements costed up and presented in table (51) 

Intensive support at home for last 14 days of person’s life estimated to cost £2,500 (51) 

4. Do projected community care costs indicate that pump priming of community services is 
required to facilitate the shift of care into the community?

Findings: 

From Leeds case study; The service has achieved a 5% reduction in admission to hospital due to improved symptom 
control at home. They have also reduced the number of crisis calls from carers... The costed components of this 
programme of work indicate that these quality standards have been achieved with an investment of £415,744.(22)

Table 3: community care costs 

Table 4: ‘pump priming costs’ 
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5. What are the additional average costs of social care that need to be attributed if care is 
moved outside of the acute setting?

Findings: 

Average weekly costs to the taxpayer of keeping someone in a residential or nursing home is about £290 (21)

Important to remember the costs / benefits of telecare (23) 

People in the top quintile of social care use cost about £35,000 per year (so above the £24,000 estimated cost for a 
year in care home) (this report looks at predicting social care costs, it is not EoLC specific) (28)  

A table of ‘unit cost assumptions’ based on average social care costs is included in the report (not EoLC specific) 
(28)  

30% of people received some form of LA funded social care in their last year of life. Social care costs per death were 
estimated at £3,010 (refers to costs per death in last 12 months of life) (29) 

 ‘family services costs’ of Hospice @ Home  = £361 per referral (33)

Weighted weekly cost of social care per user (non cancer) is £131 (57)

6. Are there real potential productivity gains to be made by shifting care to the community 
or is it cost neutral?

Findings: 

Service redesign and investment in the whole end of life care pathway may increase the proportion of people who 
die in their own home. This may decrease the number of hospital admissions and the lengths of stay experienced 
in the last weeks and months of their life. These savings may offset some of the investment made in the rest of the 
pathway, and could potentially provide an overall cost saving. (2)

Commissioners may choose to …add incentives to provider performance by using [quality] indicators in association 
with incentive payments such as CQUIN. Contract specifications for EoLC may include references to ‘invest to save’ 
(2) 

Emerging evidence suggests that redesigning local end of life care pathways to enable provision of high quality end 
of life care resulting in more people being able to die in their usual place of residence, rather than in hospital, is at 
worst cost neutral and has the potential to be a more efficient and effective use of resources...(2)

Ensuring availability of palliative care in hospital and community settings, and supporting early referral to palliative 
care, could therefore potentially lead to significant cost savings for the NHS on hospital costs in the last year of life. 
(4) 

The average cost of inpatient care is double the cost of care in community setting – so potentially 50% savings: this 
is maximum, minimum level is assumed as 11% (5) 

Total estimated savings from this workstream is therefore estimated to range from about £173m to about £277m. 
Of this cash related savings is estimated to between £48m and £201m.(5)

If we were to reduce the bed days per death in London to the national average the resulting cost saving would be in 
the range £744M (at £345 per bed day) to £217M (at lowest estimated bed day cost of £100 per bed day). (7)

Table 5: social care costs 

Table 6: potential productivity gains 
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6. Are there real potential productivity gains to be made by shifting care to the community 
or is it cost neutral?

A second trial, (Brumley 2007) reported that the average cost per day incurred by those receiving end of life home 
care was significantly lower than those receiving standard care (the reported study was in Canada) (8)

From a financial perspective there may be scope to reduce acute hospital costs for the NHS – an annual saving of 
approximately £57.4m – £67.8m. This is not a net save of money for the NHS as it is likely that many patients would 
require care services elsewhere upon discharge from hospital. It is predicted but not guaranteed that costs would be 
lower for care outside hospital (14)

Some evidence suggests greater co-ordination of care can improve quality without incurring any additional costs 
(Addicott and Dewar 2008). There may be some scope to make cost savings, particularly through a reduction of 
unnecessary admissions into the acute setting, although research on this is limited (15)

Analysis of Marie Curie Nursing Service data estimates a £2 saving for every £1 spent on home palliative and 
supported care (as cited in RAND Europe 2008) (16)

‘To realise the savings, other services such as social and community care must be in place. While hospitals can make 
savings by reducing length of stay, NHS or social care commissioners need to pay for the alternatives. Under current 
funding arrangements, it can be difficult for those alternatives to be provided.’ (17)

In Spain, evidence has been found of the financial benefits of end-of-life care. One study found that a shift away 
from the use of conventional hospital treatment towards palliative care, an increase in homecare and lower use 
of emergency rooms in 2006 generated savings of 61% compared with expenditure recorded in a 1992 study. 
Research conducted around the world has yielded similar results. “All studies in a range of settings have shown very 
substantial reductions in costs when like patients receive palliative care and they’re compared to a control group 
that does not,” (23)

For the comparator group the average cost (of end of life care at hospital and at home) was £5,324; for those 
who had used programme services (Marie Curie Choice) the average cost was £5,401. To summarise, the project in 
Lincolnshire has significantly increased the proportion of deaths at home and decreased the proportion of deaths 
in hospital, while keeping the overall combined cost of acute and community care stable for patients receiving 
palliative care in the last eight weeks of life. (35) 

There was quite a strong feeling that any investment in EoLC in the community would be broadly cost neutral in 
terms of hospital admissions saved.  The model was felt to realistically reflect the cost impact of improving early 
recognition and meeting patient choice on place of death (49)  

When a patient moves from ICU to the palliative care unit, the systems saves $2,000 a day (not referring to the 
hospital or community setting but to palliative care) (56)

There are suggestions that hospital-based palliative care can reduce LOS... this makes most sense for people who 
are discharged alive (56)

Table 6: potential productivity gains (continued) 
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7. What are the risks of introducing perverse incentives if measures to reduce costs, e.g. by 
decreasing 8+ days length of stay, are introduced?

Findings: 

For all-cause admissions that result in death approximately 40% of people have a stay that is greater than 7 days….
Approximately 15% of admissions ending in death have a stay of more than 21 days and these admissions are very 
costly to the commissioner and are likely to be poor care experiences.... Expert opinion suggests that such long stays 
are often the result of gaps in services and an inability to discharge.(2)

Where length of stay exceeds 7 days, it is assumed that a proportion of these patients could be discharged before 
death to be cared for in an appropriate location outside the acute setting if investment is made in appropriate end 
of life care services. A range of reductions has been modelled to give users an idea of potential savings. (3)

Cost of an inpatient spell ending in death after 8 days or more = £4,940 and excess costs after 8 or more days = 
£3,025 (26)

Analysis of the local data (North West) shows that most deaths in hospital occur 8 days or more (31)

89% of those who die in hospital do so following an emergency admission. 32% of these people die after a stay of 
0-3 days, 18% after a stay of 4-7 days and 50% after a stay of 8 days or longer – and cancer accounts for 25% of 
the ‘long stayers’ (46)

The number of 8+ day emergency admissions ending in death is sufficiently large (~800 per PCT) to allow robust 
and valid statistical monitoring. (46)

A 10% reduction in 8+ bed days ending in death could yield savings of around £57m in hospital costs @ £200 per 
bed day. However, additional costs in the community would be anticipated. (taken from NEoLCIN QIPP paper(14)) 
(46)

The sum of hospital costs to commissioners for stays beyond 8 days for people who die in hospital is c£357m pa 
(46)

8. What mechanisms exist to release cash from within the system to reinvest in community 
care?

Findings: 

‘Reduced hospital activity leads to a direct saving to a commissioner via reduced charges through the national tariff. 
However, for a hospital provider, only the costs of consumables will be saved in the short term and overheads will 
be unchanged. A step change needs to be brought about so capacity can be released if savings are to 
be reflected in hospital expenditure.’ (2) 

Several studies provide evidence that provision of palliative care can in fact help reduce overall healthcare costs... 
this can [in one US study] be attributed mainly to reduced pharmacy costs, lab tests and intensive care costs... (4)

Reduced A&E attendances in last year of life (currently range from 1.4 – 2.5) could save £7m - £16.5m  (no 
comment on whether this could be cash releasing) (5)

‘It is clear that the potential gains in terms of health outcomes, patient experience and cost savings are considerable. 
Yet implementation will not be straightforward…..this is not because we lack the evidence and information about 
what to do, but because of the scale of the change management task, particularly as investing in community-
based care, will deliver savings only if accompanied by strategic disinvestment from hospitals.’ (15)  

Table 7: risks of perverse incentives

Table 8: mechanisms for releasing cash for reinvestment in community care
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8. What mechanisms exist to release cash from within the system to reinvest in community 
care?

Introduction of ACP coupled with community health initiatives and better family / carer support can reduce 
unplanned EoLC admissions and lead to savings (18)

‘A £500 million a year programme over ten years to develop effective alternatives to hospital would both save 
money and meet people’s needs more effectively.’ (21)

‘Advocates of end-of-life care often point to evidence that palliative care can be cheaper than traditional medical 
treatment for patients at the end of their lives. Certainly, by increasing the proportion of community and homecare, 
end-of-life care can reduce costs associated with hospital stays and emergency admissions. The issues specifically 
have to do with improving quality and controlling costs, and palliative care has demonstrably done 
both.‘ (23)

In the US, Medicare reimburses hospice providers at a flat daily rate, based on four levels of home and in-patient 
care, assuming patients have a terminal illness and an estimated six months or fewer to live. The Medicare 
Payment Advisory Commission (MedPAC) recently reviewed this payment method, recommending amendments 
to the system from 2013 to give relatively lower payments the longer the treatment lasts (23). 

Table 8: mechanisms for releasing cash for reinvestment in community care (continued)
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NICE –benchmarking tool8 
2011 (3)

Nuffield Trust9 
2011 (28) (not EoLC 

specific)

Kings Fund10 2008 
(35)

Marie Curie Cancer 
Care11 2012 (51)

Activity Average 
investment 
per PCT per 
annum per 
100,000 
population 
2010/11

Service 
group

Unit cost 
(per week)

Service Cost Service 
needed

Estimated 
cost

Raising 
awareness

£7,123 Nursing care £568 GP contact £176 
per hour 
(ph)

NHS district 
nursing service

£39 per 
contact
£91 pw
£13 per day

Develop locality 
register

£11,579 Residential 
care

£465 RRT visit £85 ph Community 
nursing 
(contact  = 8 
hours)

£246 per 
contact
£465 pw
£66 per day

Assessment for 
carers

£5,779 High intensity 
Home Care

£244 Discharge 
community link 
nurse

£141 per 
patient

Social care at 
home

£191 pw
£27 per day

Coordination £19,406 Medium 
intensity 
home care

£71 PCCC 
involvement

£14 ph Community 
specialist 
palliative care

£77 ph
£77 pw
£11 per day

Rapid response/ 
24 hour 
community 
services

£45,543 Low intensity 
home care

£16 Agency 
registered 
nurse (RN)  

£70 ph  
(days) 
£90 ph 
(nights) 

Hospital /
hospice 
out-patient 
services

£194 per 
attendance
£194 pw
£28 per day

Palliative care 
transport

£1,466 Respite care £465 Agency HCA £19 ph 
(days) 
£22 ph 
(nights) 

GP visits £60 ph
£210 pw

Investment in 
ambulance 
services

£10,823 Other 
accomm

£465 Ambulance 
discharge 

£54 per 
journey

Other 
community 
health profs

£30 ph
£420 pw

Rapid discharge 
facilitation

£41,361 Equip and 
adaptations

£176 
per 
installation 

Unplanned 
999 ambulance 
transfer 

£313 per 
journey

Marie Curie 
Nurse

£20 ph
£500 pw

Improving care 
environments

£40,890 Direct 
payments

£124 District Nurse £70 per 
contact

Drugs and 
specialist 
equipment

£120 pw

Specialist pall 
care resources – 
hospitals

£67,702 Day care £80 OOH 
paramedic 

£45 per 
visit

Day services 
(e.g. hospice)

Cost not 
shown

Specialist 
palliative care 
teams

£46,002 Meals £22 Hospice 
support - RN

£27 ph 
(days/ 
nights)

8 www.nice.org.uk/usingguidance/commissioningguides/endoflifecare/endoflifecareadults.jsp?domedia=1&mid=607DB887-19B9-
E0B5-D45E79FD7D06CC7B 

9 www.nuffieldtrust.org.uk/sites/files/nuffield/Predicting-social-care-costs-Feb11-REPORT.pdf 
10 www.kingsfund.org.uk/publications/improving_choice_at.html 
11 www.mariecurie.org.uk/Documents/HEALTHCARE-PROFESSIONALS/commissioning-services/understanding-cost-end-life-care-different-

settings.pdf 

Appendix C: Summary table – costing elements of community 
based EoLC  
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NICE –benchmarking tool8 
2011 (3)

Nuffield Trust9 
2011 (28) (not EoLC 

specific)

Kings Fund10 2008 
(35)

Marie Curie Cancer 
Care11 2012 (51)

Activity Average 
investment 
per PCT per 
annum per 
100,000 
population 
2010/11

Service 
group

Unit cost 
(per week)

Service Cost Service 
needed

Estimated 
cost

Care homes £96,200 Hospice at 
home support 
- HCA

£13 ph 
(days/ 
nights)

Support for 
voluntary 
hospices

£38,355 Marie Curie RN 
nights

£46 ph

Support for 
Marie Curie 
nurses or 
equivalent

£14,002 Marie Curie 
HCA nights

£21 ph

Support for 
other vol sector 
orgs

£13,425 Macmillan 
nurse

£79 ph

Training £17,546 Social service 
assessment

£74 ph

Social services 
home care

£14 ph

Equipment  
(mattresses / 
beds)

£14 per 
day

Equipment 
(hoists) 

£5 per 
day
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