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1 Background 
Public Health in Kent currently commissions a range of health improvement services for 
adults in the county, including: 

• Health trainers 
• Smoking cessation services 
• Healthy weight services 
• Physical activity services 
• NHS Health Checks  - core and outreach  
• (Wellbeing service )  

 
Currently, each of these services operates separately with varied ability to share 
information on user needs and onwards referral between interventions.  Following public 
consultation in 2015, a new model for these services was proposed based on integrated 
delivery of health improvement interventions and the introduction of a new motivational 
‘lifestyle adviser’ role able to deliver interventions as well as to plan personal 
improvement strategies and signpost users to relevant community resources. 
A system dynamic model has been developed to explore the potential impact of the 
introduction of this new service model on activity, outcomes and costs of adult health 
improvement in Kent. 

2 Overview system map. 
The transition from the current system to the new can be illustrated in the following high 
level system maps. 
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Figure 1:  the current adult health improvement system in Kent – high level system map 

 
Figure 2:  the future service model for adult health improvement system in Kent – high level 
system map 

Within each of the sectors of the new model, flow charts have been developed within 
Public Health to plot the potential user journeys through the system.  

3 The system dynamic model - overview 

3.1 Model parameters 
The system dynamic model has been built using ithink software and a Web version can 
be accessed at [link].  The model has been developed to run over a period of 5 years 
(measured in months), with the shift to the new service model starting at month 12 
(potentially April 2017) and taking 6 months to full implementation.  Both start month and 
time to full implementation can be varied within the model.  
The model is arrayed into three localities (East, West, and North) enabling separate 
baseline data and assumptions on future system behaviour to be modelled within each 
locality, and reflecting the proposed service model.  Outputs can be viewed separately 
for each locality or summed across Kent. 
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No allowance has been made in the current model for demographic growth and it has 
been assumed that baseline levels of demand will remain constant over the 4 year 
period. 

3.2 The control panel 
Baseline data and estimates, and future assumptions, are imported into the model via a 
control panel in Excel.  All default values can be amended by the user to reflect improved 
information and/or differing assumptions about the future behaviour of the system. 
An extract from the control panel can be seen below as an illustration of this. 

 
Figure 3:  extract from model control panel showing default and alternative values 

Here, the default values for ‘Baseline health checks pm’, ‘Percentage of health check 
clients referred for SS [Stop Smoking]’ and ‘Percentage of health check clients referred 
for PA [Physical Activity]’ have been left unchanged.  However, alternative values have 
been entered for each locality for ‘Percentage of health check clients referred for WM 
[Weight Management]’. When the control panel is imported into the model, these 
alternative values will be imported in place of the defaults. 
The full control panel, containing the values imported into the model and used to 
generate the outputs shown in section 8, is shown in Appendix 1. 

3.3 Note on data quality and model assumptions. 
Information on activity, outcomes and user flows within the current Kent system is 
recognised by service commissioners as being of variable quality.  Some of the  systems 
used to report the data are limited and prone to user error or missing data  
In the current system, service providers are not able to provide all the information 
required for the system modelling work.  For example, weight management providers 
(in line with NICE guidance) collect data on the number of people engaging with the 
service as a snapshot measure, as opposed to new service starts over time.  There is a 
fragmented picture of service provision with (for example) several small providers of 
weight management services each operating under a separate contract.  This limits the 
extent to which reliable estimates of current unit costs (eg of the current cost per hour 
per user to deliver an intervention) can be developed. 
In addition, there is as yet no good quality evidence on overall distribution of user needs 
and, in particular, the potential for cross-over between interventions in the new 
integrated model.  For example, there is no firm evidence for the proportion of people 
currently accepted for stop smoking services who might also benefit from weight 
management or physical activity support as part of an integrated intervention.  National 
research into the incidence of multiple needs is available, but this refers to the incidence 
of complex risk factors in the population as a whole and does not cover the likelihood of 
those with complex needs to enter the health improvement system or, once entered, to 
be cross-referred for multiple interventions. 
This means that many of the input variables to the model are based on estimates and 
should be treated as provisional pending the development of improved knowledge of the 
user base, current user flows and outcomes, resource inputs, and future demand.  The 
source for all data used in the current default version of the control panel, which have 
been imported into the model, is shown in Appendix 1.   
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4 Model structure – the existing system 

4.1 Health checks and baseline demand 
 

 
Figure 4:  model structure for health checks and baseline demand in the current system 

It is assumed in the model that users currently enter services through one of two routes: 
• They receive a health check, as a result of which they are referred for one or more 

interventions 
• They self-refer for an intervention (eg after accessing the KCC website), or are 

referred via a someone else (eg GP, health professional, District Council) 
The number of health checks, and the proportion of these which result in a referral to an 
intervention, have been used outside the control panel to calculate the number of new 
referrals per month arriving via a health check.  This has been netted off against the 
number of new referrals per month to calculate the number of new referrals not arriving 
via a health check.  The numbers arriving through each route is then imported via the 
control panel. 

4.1.1 Data quality note 
The proportion of health checks resulting in a referral is captured in current data, but it 
is probable (because this results in a higher number of ‘referrals’ than the total reported 
as being received for new interventions) that these ‘referrals’ includes low level 
signposting advice to services outside those within the system modelled here, as well 
as more formal referrals to the interventions included here.  In addition, it is understood 
that a significant proportion of people who agree to be referred do not take up the service 
when contacted.   This data requires review to improve model robustness. 

4.2 Health trainers  

Note on terminology 
The model assumes that the current health trainer role will be transformed into a new 
lifestyle adviser role with the introduction of the new service model.  This section 
explains how client flows through the health trainer function is handled in the current 
system. 
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Figure 5:  model structure for health trainer demand in the current system (NB health 
trainers are referred to here as lifestyle advisers – see note on terminology) 

It is assumed that users currently access health trainers through two routes: 
• through outreach by health trainers (eg to areas of deprivation) 
• through another route such as self-referral, after a health check, etc 
Baseline levels of demand through both routes ‘via outreach’ and ‘exc outreach’ 
respectively) is imported into the model through the control panel. 
In the current system, health trainer clients remain in the service for a period during 
which they may be referred for single interventions.  In parallel with this, they set 
personal goals and may or may not be successful in achieving these (NB these are not 
necessarily the same as PHE outcome measures of health improvement and are not 
counted in the overall outcome measures for the system). 
In future, those clients assessed as having multiple needs who could benefit from an 
integrated intervention will be referred to the lifestyle adviser function, which will deliver 
the integrated intervention.   Modelling for this function is described in section 5.2. 
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Figure 6:  model structure for health trainer function  

4.3 Existing system – single interventions 
Each of three single interventions (Stop Smoking, Weight Management and Physical 
Activity) are modelled using identical structures.  The structure for Stop Smoking is 
shown below. 

 
Figure 7:  model structure for single health improvement interventions  
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The baseline values of new referrals each month (including self referrals, referrals 
following health checks, referrals via someone else and referrals from health trainers) 
enter the model as ‘new demand for single SS/WM/PA not via CRP’.  A proportion are 
not accepted for the intervention (eg because they are not suitable, or because they 
do not choose to take up the intervention).  Those who do enter the intervention remain 
for a time and then (on completion of the intervention, which is controlled by an average 
length of stay) exit either as ‘successful’ (ie having achieved an outcome assessed as 
successful against PHE criteria) or ‘unsuccessful’. The service also supports people to 
achieve personal goals which would not meet the PHE criteria for success.  
Note that this part of the modelled system only includes support commissioned by 
Public Health.  Other forms of current and future support, to which clients may be 
signposted, are referred to as low level support.  These are not included in the current 
system, but the differential level of activity referred to and delivered by other providers 
due to the introduction of the new system is modelled and costed. 

5 Model structure – the new system 

5.1 The central referral point 

 
Figure 8:  model structure for service hub/ single point of access to adult health 
improvement in new service model 

As the new service model is implemented, an increasing proportion of new demand 
enters the system through a central referral point (CRP). 
An initial decision point at the CRP removes a proportion of patients (variable via the 
control panel) from the system before any assessment takes place.  Those who are 
deemed not suitable for the service may be individuals needing a more specialist 
service, those under 18 and more suitable for children’s services, or not living in Kent. 
Those who remain in the system progress to a motivational interview, brief advice/ 
intervention and assessment after which they will flow into one of three streams: 

• People who exit the system after brief assessment.  This includes both those who 
are assessed at this point as ‘not suitable’ and those who are ‘not ready to 
change/engage’ 

• ‘Low level support’:  People who are assessed as not requiring an intervention (eg 
they want to be more active) , who are signposted to alternative forms of support in 
the community.  This support will not be commissioned by Public Health but most 
clients will be followed up to support them to maintain their change and identify what 
support they have accessed and what outcomes they have achieved. This is likely 
to be very low level support eg text, or phone call 

• Integrated intervention:  people with unhealthy lifestyle behaviours that require more 
intensive support. The person is motivated to change and is unlikely to improve their 
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health via low level support only. This group is likely to include target groups eg those 
from deciles 1 and 2, BME communities, people with a learning disability etc. They 
will undertake a number of baseline assessments and be directed to an integrated 
intervention delivered by the lifestyle adviser function 

The proportions exiting by each of these routes are set within the control panel. 

5.2 Integrated interventions 
 

  
Figure 9:  model structure for integrated interventions and individual caseloads within them 

In the picture above, the topmost stock represents the total number of people receiving 
an integrated intervention from the lifestyle adviser function at any one time.  The other 
three stocks represent the numbers of these people who are receiving each type of 
support (Stop Smoking, Weight Management, and Physical Activity) as part of their 
integrated intervention at any one time.  Since these users have been assessed as 
having multiple risk factors, a proportion will receive more than one type of support 
within the integrated package.  
Within the model, this has been defined as the ‘crossover percentage’ and is set within 
the control panel.  For example, if the ‘Percentage crossover receiving SS’ is set at 
10%, this means that 10% of users who entered the hub requesting Weight 
Management or Physical Activity, and who were assessed as having multiple risk 
factors, will also receive Stop Smoking support in addition to the support they initially 
requested. 

5.2.1 Data quality note 
As discussed in section 3.3, no robust information is currently available on the likely 
size of the ‘crossover percentage’ between interventions after the introduction of the 
new service model.  The figure of 10% set as the model default is an initial estimate 
and will require review and revision as additional information is available. 
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5.3 Single interventions and low level support 
In the new service model, support for those not assessed as needing an intervention 
will be sign posted to a range of community resources. 
This means that the existing, separate intervention functions will disappear once the 
transition to the new service model is complete and all the clients entering single 
interventions in the existing service model have completed their interventions. 
The marginal change in demand for support from other providers due to this change 
in flow is captured within the model outputs, but information was not available on 
existing low level support activity to enable a projection of the total volume or cost of 
low level support to the system. 

6 Model structure –outcomes and costs 

6.1 Outcomes 
A ‘success percentage’ for users is set in the control panel and imported into the model 
for each of the three forms of support: 
• Stop Smoking 
• Weight Management 
• Physical Activity 
 
and for each of the routes through which they may receive support via an intervention: 
• Single intervention 
• Integrated intervention 
• Low level support 

6.1.1 Note on data quality 
All ‘success percentages’ are intended to refer to the percentage of users who achieve 
NICE measures of success and not to personal, user-defined measures of success.  
The future success percentages for the new system are estimates – they can be varied 
either within the control panel or the model interface. 

6.2 Costs 
Modelled system costs are built up from: 
• The average time in months that users remain in each type of intervention 
• The average level of input per user (in hours per month) for each type of intervention 
• The average hourly cost of each type of intervention 
• (for low level support only) a cost per user for follow-up 
• The numbers of users flowing through each type of intervention 
 
The first four of these are set within the control panel.  The model calculates monthly 
and cumulative annual costs for each type of intervention, and for the system as a whole. 

6.2.1 Note on data quality 
Information on unit inputs (and therefore on baseline unit costs) and intervention 
durations is of varying quality and not collected or reported by current providers on a 
consistent basis. Most current services are delivered on the basis of block contracts, 
often with a mix of individual and group interventions.  Developing an improved system 
of performance information, including consistent information from providers on inputs 
delivered over time, will enable improved modelling of projected system costs in future.  
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7 User guide - the model interface 
This section assumes that the user has access to iThink software (V10.1.2). A web 
enabled version of the model will also be available for those without this access. 

7.1 Front page 
 

  
Figure 10:  model interface – front page 

The model front page enables the user to import baseline data from the control panel, 
to navigate to each sector, to run the model, and to go to the output table of annual 
totals. 

7.2 Importing data 
Click the ‘import now’ button to import baseline data from the control panel described in 
section 3.2. 

7.3 Running the model 
Click the ‘Run’ button to run the model.  Click ‘Reset’ to delete all current runs and return 
the model to its default state. 

7.4 Simulating the new service model 
To simulate the introduction of the new service model, click the ‘Implement new model?’ 
switch in the top left corner.  A green light will appear on the switch when it is activated. 

Use the input tables and sliders to build the scenario you want to test and when you 
have finished click ‘home’ and run the model again.   

7.5 Navigating through the model 
On the front page, click any of the buttons on the left to navigate to the relevant page of 
the model.  From there, click the Home button to return to the front page. 
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The model contains graph and table pads which each contain more than one page.  To 
cycle through these, click the small white triangle in their bottom left hand corner shown 
below 
 

 
Figure 11:  navigating through graph and table pads 

7.6 Implementation profiles 
 

 
Figure 12:  model interface – implementation profiles page 

The implementation profiles page enables the model user to adjust the start month 
and implementation time for the new service model in each locality using the sliders.   

7.7 Inputs and durations 
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Figure 13:  model interface – inputs and durations page 

The ‘inputs and durations’ page shows imported values of the average duration, and 
average hourly inputs per client per month, for existing and new interventions.  It also 
includes imported assumptions of the % of clients who will go on to receive support in 
each locality where multiple risk factors are present (ie who will be referred to the new 
integrated intervention, with the balance being referred for low level support) 
Each of these values can be changed by clicking on the table and entering a new 
value.  This will reset to the imported value when the ‘reset’ button is clicked on the 
front page. 
Lastly, this page includes the imported assumption of the ‘crossover percentages’ for 
each type of support within the integrated intervention, ie the percentage of clients who 
will actually receive more than one type of support (as opposed to the % prevalence 
of multiple need, which indicates how many might potentially benefit from additional 
forms of support). 

7.8 Costs 
The costs page shows imported values for the hourly cost of each form of intervention.  
Note that the cost for low level support is expressed as a total average cost per user. 
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Figure 14:  model interface – unit costs page 

7.9 Outcomes 
The ‘outcomes’ page shows imported values for the expected % of clients for each type 
of intervention that will achieve a successful outcome measured against PHE standards. 

 

  
Figure 15:  model interface – outcomes (percentage of clients achieving successful 
outcomes) page 
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7.10 Annual year end totals 
The annual year end totals page shows a table pad containing a number of pages (cycle 
through them by clicking the small white triangle at bottom left).  These show the 
projected number of clients entering the system each month, the caseloads for each 
type of intervention at each year end, and the total annual cost of the system (single 
interventions, integrated interventions, health checks, brief assessments, and low level 
support follow-up). 

 

  
Figure 16:  model interface – year end total activity, outcome and cost page 

8 Model outputs 
This section shows the results of running the model using values imported from the control 
panel as shown in Appendix 1, with no further changes on the model interface: 

• With no change (ie no new service model) 
• With the new service model implemented in all localities from month 12, with a 6 

month period to full implementation) 
Reminder – the control panel contains a number of estimated data values and all outputs 
should be treated as provisional at this stage. 

8.1 Activity 
The charts below show the projected numbers of people receiving support for Stop 
Smoking, Weight Management and Physical Activity. This represents the combined 
caseloads of single interventions, integrated interventions and lifestyle advisers 
delivering interventions. 
Line 1 shows the ‘no change’ position and line 2 shows the change due to the 
introduction of the new service model. 

 



15 
 

  
Figure 17:  model outputs – projected total Stop Smoking caseloads for Kent (Line 1 = ‘no 
change’, Line 2 = with introduction of the new service model from month 12 with 6 month 
transitional period). 

 
Figure 18:  model outputs – projected total Weight Management caseloads for Kent (Line 1 
= ‘no change’, Line 2 = with introduction of the new service model from month 12 with 6 
month transitional period). 
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Figure 19:  model outputs – projected total Physical Activity caseloads for Kent (Line 1 = 
‘no change’, Line 2 = with introduction of the new service model from month 12 with 6 month 
transitional period). 

The change in numbers receiving each type of support is due to a combination of 
factors within the model: 

• the proportion of referrals either rejected as unsuitable for assessment, or who exit 
the system after brief assessment (both of which will tend to reduce caseloads) 

• the identification of people with multiple needs and the fact that a proportion of these 
people will go on to receive more than one form of support simultaneously within an 
integrated intervention (thus tending to increased caseloads for each form of 
support) 

• changes in the average duration of interventions 
• a proportion of people removed from future demand having had an integrated 

intervention (thus tending to decrease caseloads) 

8.2 Integrated intervention caseload 
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Figure 20:  model outputs – projected total integrated intervention caseloads for Kent (Line 
1 = ‘no change’, Line 2 = with introduction of the new service model from month 12 with 6 
month transitional period). 

The caseload for the new integrated intervention delivered by the lifestyle adviser 
function is projected here to rise to just over 1100 clients across Kent, at any one time, 
once the model is fully implemented.   
Of these, approximately 780 will be receiving Stop Smoking support, 450 Weight 
Management support and 370 Physical Activity support as part of their integrated 
intervention.  This equates to an average of 1.4 types of support per client.  
In a full year, approximately 6,800 clients are projected to enter the new integrated 
service across Kent as a whole.  Together they will account for 4,700 stop smoking 
interventions, 2,700 weight management interventions and 2,200 physical activity 
interventions as part of their integrated package. 

8.3 System costs 
The table below shows high level projected annual total costs for the services included 
in the system. 

 
 Annual system costs (£’000) 
 Year 1 Year 2  Year 3 Year 4 Year 5 

No change 2910 2910 2910 2910 2910 
With new model 
(from month 18) 2910 3079 3095 3051 3049 

Table 1: projected total annual costs for health improvement services included in system 
On the basis of the (estimated) unit costs in the control panel the introduction of the 
new service model is projected to lead to a 6% increase in costs in the year of 
implementation, reducing over time.  The impact of the new model on overall monthly 
system costs can be seen in the chart below assuming the unit costs per intervention 
included in the control panel.   

 

 
Figure 21:  model outputs – projected monthly costs for the health improvement system  
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8.4 Outcomes 

 
Figure 22:  model outputs – projected overall percentage of clients achieving successful 
outcomes with introduction of new service model 

This chart shows the overall percentage of clients exiting interventions each month 
who achieved a successful outcome assuming the introduction of the new model.  
There is no change in the overall % due to the fact that the projected success % for 
clients in each type of intervention is the same:  changing the mix of interventions (eg 
by increasing the proportion of integrated interventions and reducing low level support) 
will have no impact on the overall proportion achieving a successful outcome. 

9 Conclusions  
The systems model has been developed and refined throughout the project to reflect both 
the current system of individual health improvement interventions and the proposed new 
model of central referral point and integrated interventions. 
The model projects the potential impact of the new service model on activity, outcomes 
and costs for the three Kent localities, either singly or in combination. 
However, the quality of the projections is dependent on the quality of the baseline data 
and robustness of the starting assumptions in relation to the new service model and the 
expected outcomes that can be achieved with each form of intervention.  As baseline data 
and assumptions are reviewed and improved, they can be imported into the model and 
used to provide a more realistic picture both of the current system and of what can be 
achieved with the new service model. 
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Appendix 1 Baseline data and assumptions 

 The table below shows the version of the control panel used to produce the outputs in the report.  This currently contains a large proportion of 
estimated data which requires final review and signoff by the project team  
 

 
 

East West North 
 

  
Default 
value 

Alternative 
value 

Value for 
modelling 

Default 
value 

Alternative 
value 

Value for 
modelling 

Default 
value 

Alternative 
value 

Value for 
modelling 

 

Baseline health checks pm 1500   1500 93   93 550   550 From KCC data 

Percentage of health check 
clients referred for SS 

15   15 8   8 10   10 NB assumption here is 
that 'referred' is a formal 
referral - not just a 
signposting message. 

Percentage of health check 
clients referred for WM 

18   18 15   15 14   14 NB assumption here is 
that 'referred' is a formal 
referral - not just a 
signposting message. 

Percentage of health check 
clients referred for PA 

12   12 16   16 13   13 NB assumption here is 
that 'referred' is a formal 
referral - not just a 
signposting message. 

Additional demand for SS per 
month (not via health check) 

120   120 45   45 115   115 Required value to balance 
to KCC data on baseline 
demand after netting off 
demand from health 
checks 

Additional demand for WM per 
month (not via health check) 

0   0 0   0 0   0 Required value to balance 
to KCC data on baseline 
demand after netting off 
demand from health 
checks 

Additional demand for PA per 
month (not via health check) 

0   0 0   0 0   0 Required value to balance 
to KCC data on baseline 
demand after netting off 
demand from health 
checks 
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Percent of new referrals to CRP 
exiting the system after initial 
contact (ie not going on to brief 
assessment) 

25.0   25.0 25.0   25.0 25.0   25.0 Estimate   

Percentage of clients exiting the 
system after brief assessment (ie 
not going on to intervention) 

25.0   25.0 25.0   25.0 25.0   25.0 Estimate   

Start month for implementation 
of new model 

12   12 12   12 12   12 Estimate of Oct 2016 

Months to full implementation 
of new model 

6   6 6   6 6   6 Estimate   

Baseline new health trainer 
demand exc outreach pm 

65   65 30   30 48   48 From KCC data 

Baseline new health trainer 
clients via outreach pm 

90   90 20   20 48   48 From KCC data 

Months in single SS intervention 1.8   1.8 1.8   1.8 1.8   1.8 From KCC data 

Months in single WM 
intervention 

3.0   3.0 3.0   3.0 3.0   3.0 From KCC data 

Months in single PA intervention 1.0   1.0 1.0   1.0 1.0   1.0 Estimate 

Months in heath trainer service 3.0   3.0 3.0   3.0 3.0   3.0 Estimate 

Success % for single SS 51.0   51.0 42.0   42.0 44.0   44.0 From KCC data 

Success % for single WM 50.0   50.0 34.0   34.0 44.0   44.0 From KCC data 

Success % for single PA 75.0   75.0 75.0   75.0 75.0   75.0 Estimate 

Success % for personal goals in 
health trainer service 

84.0   84.0 79.0   79.0 79.0   79.0 From KCC data NB This 
success % refers to 
achieving personal client 
goals - not official PH 
targets 

Percentage of clients entering as 
SS demand remaining in system 
after brief assessment going on 
to integrated intervention (NB 
the balance go to low level 
support) 

95.0   95.0 95.0   95.0 95.0   95.0 KCC estimate 
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Percentage of clients entering as 
WM demand remaining in 
system after brief assessment 
going on to integrated 
intervention  (NB the balance go 
to low level support) 

75.0   75.0 75.0   75.0 75.0   75.0 KCC estimate 

Percentage of clients entering as 
PA demand remaining in system 
after brief assessment going on 
to integrated intervention  (NB 
the balance go to low level 
support) 

75.0   75.0 75.0   75.0 75.0   75.0 KCC estimate 

Success % for SS in integrated 
intervention 

51.0   51.0 42.0   42.0 44.0   44.0 Assumption that these 
will match success %s in 
single interventions 

Success % for WM in integrated 
intervention 

50.0   50.0 34.0   34.0 44.0   44.0 Assumption that these 
will match success %s in 
single interventions 

Success % for PA in integrated 
intervention 

75.0   75.0 75.0   75.0 75.0   75.0 Assumption that these 
will match success %s in 
single interventions 

  County wide       
  Default 

value 
Alternative 

value 
Value for 

modelling 
      

 

Average input hours per client 
pm for single SS 

0.80   0.80       From KCC data 

Average input hours per client 
pm for single WM 

4.00   4.00       From KCC data 

Average input hours per client 
pm for single PA 

1.50   1.50       Estimate   

Average input hours per client 
pm for WA client 

2.00   2.00       From KCC data 

Average input hours per client 
pm for integrated intervention 

3.00   3.00       Estimate 

Hourly cost for single 
intervention 

40.00   40.00       Estimate 
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Hourly cost for integrated 
intervention 50.00   50.00       

Estimate 

Average hours per health check 0.33   0.33             From KCC data 

Hourly cost for health check 92.00   92.00             From KCC data 

Hourly cost for existing health 
trainer service 40.00   40.00         

Estimate  

Hourly cost for wellness adviser 
service 50.00   50.00             

Estimate  

Percentage crossover receiving 
SS 10.00   10.00             

Estimate 

Percentage crossover receiving 
WM 10.00   10.00             

Estimate 

Percentage crossover receiving 
PA 10.00   10.00             

Estimate 

Average cost per person for SS 
low level support 10.00   10.00         

Estimate 

Average cost per person for WM 
low level support 10.00   10.00         

Estimate 

Average cost per person for PA 
low level support 10.00   10.00         

Estimate 

Success % for SS low level 
support 51.00   51.00       

Estimate 

Success % for WM low level 
support 50.00   50.00       

Estimate 

Success % for PA low level 
support 75.00   75.00       

Estimate 

Average hours per brief 
assessment 0.50   0.50         

Estimate 

Hourly cost for brief assessment 40.00   40.00         Estimate 

 


