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Most long-term care systems (social care) for older people rely on some means testing, copayment system, private insurance, or
other non-governmental funding to supplement state provision. In England, an estimated quarter of homecare delivery is funded
privately. For many older people, the absence of state funding for their care is only part of the problem: they are also expected to
search for care in a market characterised by complexity, plurality, and imperfect information. Surprisingly, there are few services
available to support private funders to navigate the system.Tis paper examines willingness to pay for care navigation and seeks to
classify heterogeneity of preferences for navigation support. A discrete choice experiment (DCE) survey was completed by 182
participants across England in 2020-21. Te results of the random parameter logit model used to analyse preferences showed that
people valued information about care options (quality, information, and fnances), but they also wanted help to “think things
through,” as processing information could be challenging. Generally, participants valued what the navigation service provided,
more than how the services were organised and delivered. Te study also used latent class analysis to identify four groups with
similar preferences, with almost half of participants (48%) expressing high willingness to pay for a comprehensive navigation
service. Te other three classes represented those with preferences focused on a narrower set of attributes: fast access to in-
formation (20%), afordable help to “think things through” (18%), and information provided by their local council (14%). Te
study demonstrates the potential demand and likely take-up of navigation support if made available to people who pay privately
for care. Future research needs to examine the barriers to market development for social care navigation services.

1. Introduction

Te long-term care systems of most developed nations rely
on private payments from individuals with care needs,
operating alongside social insurance or state-fnanced
provision [1, 2]. Depending on the system, this may in-
clude user charges (or copayments”), whereby older people
receive services from the government but are liable for
a supplemental fee, typically linked to fnancial means.
However, for those not eligible even for part-funded care,
services must be sourced privately. Very few countries have
robust private insurance markets for care [3] due to

a multiplicity of market failures and their general lack of
appeal [2, 4]. Tose unable to access state or social
insurance-funded support are typically required to fnd and
fund care themselves.

Older people who pay privately for their own support at
home and/or in the community (“self-funders”) are
neglected in both research and policy [5]. Tere are little
available data to understand the size of this group. In the
United States, industry data indicate that up to 70 per cent of
revenue for nonhealth home support agencies comes from
private payers, funded out-of-pocket, with another ten per
cent arising from private care insurance [3]. In England,
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some estimates suggest that a quarter of home care hours are
paid for privately [6], while the Health Survey for England
data suggest that around 250,000 older people self-fund
home care [5]. When including self-funding of equip-
ment, adaptations, or support with low-level needs or
preventive services, the number of self-funders is un-
doubtedly far higher.

An ageing population will only expand the number of
self-funders further in coming decades, although the UK
Government currently proposes a limit on lifetime care
costs in England. Local authorities have a duty to assess
applicants for social care against two separate eligibility
criteria: whether care needs meet a required threshold
(needs assessment) and whether the applicant has in-
sufcient means to pay themselves (fnancial assessment).
To receive state-funded support, both criteria must be
satisfed, otherwise individuals will be required to pay
independently for their care. Importantly, those failing to
meet these criteria commonly also miss out on valuable
support from local authorities to help them choose and
arrange their care [7–9].

1.1. Self-Funders as Care Navigators. Accessing the right
support at the right time to help manage a wide range of
needs is essential for successful social care [10]. For state-
funded service users, most receive some form of case
management that will support the process by which care is
sourced, commissioned, and delivered, in addition to as-
sessments, risk planning, reviewing, and other allied func-
tions. Yet, few such services exist for self-funders. Te term
social care navigation is used here to describe the process by
which older self-funders make arrangements for social care,
from information seeking and decision-making through to
purchasing support.

Research on self-funder care navigation is sparse but
tends to conclude that self-funders and their relatives are,
generally, poorly supported and struggle to fnd and fund
the care they need [5, 6, 11–13]. Older self-funders and
their families are often left “feeling lost and confused” [14,
p5] and have described entering an “unfamiliar world” [15,
p9]. Finding care has been reported as stressful and up-
setting, especially in a context of urgent care needs or where
families were struggling to get the right advice at the same
time as meeting the demands of work or their caring roles
[14]. Research suggests that opportunities for information,
advice, and guidance are missed because service users do
not feel that local government would assist them in
a meaningful way and that local authorities in practice have
little incentive or capacity to engage self-funders and their
families [15, 16]. Self-funders also appear unaware of the
potential benefts of advice, such as fnancially planning for
care [17]. Moreover, some self-funders face distinct

disadvantages in navigating care systems relative to others.
Tese can include weak social capital or community net-
works, and also geographical factors, such as the challenges
of rural living [18].

Difculties in navigating care are a source of signifcant
stress, and there are also grounds to believe that decision-
making is adversely afected. Tere are manifold concerns
including needs being left unmet; the purchase of sub-
optimal care, mismatched to the person’s needs; poor value
for money; inaccessible community services; additional
pressures on family carers; and widening inequalities
[18–20]. Tough dated, there is some evidence that self-
funders enter residential care earlier than those receiving
state-funded support [19].

1.2. Help with Care Navigation. Previous studies have sug-
gested that self-funders want more support with care nav-
igation and in a form that would most likely require
signifcant investment. For example, one study suggested
that self-funders wanted tailored information over generic
formats and desired personalised help from named in-
dividuals rather than impersonal remote contact from
a multitude of people [14]. Evidence also suggests that self-
funders want information on a broad range of diferent care
features, including the availability of services, quality, and
reports on client satisfaction and on fnances [14]. While
information alone may be regarded as necessary, it is un-
likely to be sufcient to fully meet the criteria for good
decision-making. A review of the skills needed to fnd and
plan social care implies an almost inevitability that this could
not be done without support [21].

However, attempts to improve care navigation for self-
funders have foundered. In England, care “brokerage”
services were established to support the growth of personal
budgets (a user-controlled budget fnanced by government
for care needs), but these did not fundamentally change care
market structures. Furthermore, the Care Act 2014 paved the
way for councils to take responsibility for greater support for
self-funders when seeking social care and for “shaping”
a local care market that would cater to their needs. Yet, little
has changed as reforms were frst delayed and then put into
abeyance [22] because of a substantial retrenchment of social
care investment from central government relative to
expanding care needs. What remains is a system of largely
paper- or web-based information, typically restricted to lists
of local providers.

Any improvement in navigation support is likely to
require new investment, and, arguably, user charges for
those seeking support. Yet, with self-funders facing (often
unanticipated) care costs, this raises the question of whether,
and to what extent, self-funders would be willing to pay.
Evidence hints at signifcant variations in preferences for
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diferent forms of social care navigation support. Little is
known about these variations or the factors that may drive or
moderate such diferences.

2. Aims and Objectives

Tis study aimed to examine the preferences of older self-
funders and informal carers for support in navigating
community social care. In doing so, it sought to identify
what features of navigation support in social care are most
valued and to explore heterogeneity in preferences.

3. Methods

3.1. Study Design. Discrete choice experiments (DCEs) are
widely used in health economics and allied felds to examine
preferences for diferent service design options [23]. A DCE
works by presenting descriptions of two (or more) hypo-
thetical services, each with diferent design features (or
“attributes”), with participants then asked to select their
preferred option. By altering the attributes within each
hypothetical service, and seeing the impact on participants’
preferred option, a DCE reveals people’s strength of pref-
erences for difering design features [24]. Furthermore, by
introducing a cost for each hypothetical service, an estimate
of “willingness to pay” for attributes can be estimated [25].

In the present study, the DCE introduced the exercise by
asking participants to imagine that they had social care needs
and that they had learned that they would have to fnd,
choose, and pay for any social care services themselves. Te
instructions went on to say that a “care navigation” service
could help them in fnding and choosing their care, if they
wished. Te study defned social care navigation as being
support to help you with your care options and was col-
loquially described in text as being “like how a travel agent
might help you to fnd a holiday, by providing you with
information and helping you to choose”.

3.2. Defning Attributes and Levels. A DCE requires clear
defnition of the attributes which form the design features of
the hypothetical service under examination [26, 27]. Te
attributes for this DCE were selected through a two-stage
process. First, a “longlist” of evidence-informed attributes was
formed from secondary analysis of archived qualitative data
transcripts from a prior study with self-funders and the
fndings of a recent scoping review [28]. Second, the “longlist”
was reviewed and prioritised at a workshop of service users
(older self-funders paying for their care at home) and in-
formal carers (family members of the older person). In this
workshop, attendees were asked to individually rank their top
attributes and then in small groups they discussed the at-
tributes and agreed on terminology. During this activity, any
new attributes that the group felt were missing were discussed
and added. Tird, the fnal attribute list, Box 1, was debated
and approved by the study advisory group, comprising
a range of academic, practitioner, and service user repre-
sentatives. Finally, these attributes and levels were piloted
with eleven older people using a “think aloud” interview
approach. In this, the person worked through all sections of

the DCE survey, including the wording of the attributes and
levels, and spoke aloud their thoughts. Te researchers then
identifed any ambiguous terminology or survey design issues
and made improvements. A key change was the researcher
team decided to ofer all participants’ telephone support to
complete the DCE survey, if useful to them.

Te fnal attribute list is presented in Table 1. Attributes
1–4 describe types of support the navigation service could
provide, while attributes 5–7 describe organisational features.
Te fnal attribute defnes the one-of cost of the service.

Te choice questions for the DCE survey were formed
using Ngene, a specialist piece of software for designing
choice experiments. Two blocks of questions were created
with respondents randomly assigned to receive one block of
eight questions. An “opt-out,” whereby participants would
receive no navigation service, was included in each choice
set alongside two hypothetical navigation services, enabling
an analysis of predicted take-up.Te survey was available for
either online or postal completion. Support was ofered via
telephone for both options. Figure 1 shows an example of
a choice question from the DCE survey.

3.3. Measures. Te survey also collected sociodemographic
data, information on respondents’ experiences of social care,
and health information including presence of long-term
conditions. Two additional scales measured consumer vari-
ables around confdence in making purchases and fnancial
wellbeing. Te frst used a fve-item “information confdence”
variable, constructed using a subscale of the Consumer Self-
Confdence Scale [29] and rated on a fve-itemLikert scale from
strongly agree to strongly disagree. Second, the self-reported
perception of the extent to which someone’s fnancial situation
provides them with security and freedom of choice was
measured using the Consumer Financial Protection Bureau
(CFPB) fnancial wellbeing scale [30].

3.4. Participants. Te study took place across England and
recruited two key groups of participants. First, older people
(aged 65+) and families currently self-funding social care
were sourced through home care providers, which, in turn,
were identifed through an advert circulated by the National
Homecare Association, and through provider forums
known to the research team. Interested providers were asked
to pass on information and obtain consent from older people
who self-funded their care or their family members if they
were primarily responsible for payments and care ar-
rangements. People were excluded if they lacked the capacity
to consent or were not fuent in English.

Second, a sample of older people not currently using
social care services, but with an emerging frailty or long-
term condition, was sought. Tis was intended to examine
the early formation of preferences amongst those likely to
require navigation support in the future. Recruitment
methods relied on established cohorts of research partici-
pants including the CARE75+ database [31] with identifed
frailty (excluding those currently receiving care), the
DETERMIND cohort of people with dementia [32], and
a panel of citizens from a local council who declared they
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were older people and had long-term conditions. During the
study, the research team noted the lack of ethnic diversity in
the sample characteristics and employed an outreach ap-
proach to identify additional participants. Researchers
widely advertised the study, asking that older people spe-
cifcally from ethnic minority groups who pay for care at
home to contact the team.

Data collection began in August 2020 and completed in
July 2021 and coincided with the COVID-19 pandemic.
Ethical approval was granted by the NHS Health Research
Authority Research Ethics Committee (20/SC/0213) in May
2020. Tis application included COVID-19 pandemic con-
tingency plans to reduce risks to participants and researchers.

3.5. Data Analyses. Regression procedures suited to choose
data were undertaken by the study health economist. An
uncorrelated random parameter logit model was used to
analyse the full data. Marginal willingness-to-pay (WTP)
values were calculated to explore what respondents would be
willing to pay for a discrete change in a level of a particular
attribute. WTP values were calculated by dividing the co-
efcient for each attribute by the inverse of the coefcient for
the cost attribute. Te WTP values represent how much
more or less a navigation service could cost before any
improved or reduced uptake for the service resulting from an
attribute was cancelled out by the increased or decreased
cost. To examine preference variations, conditional logistic
regression models were estimated for participants with high
(vs low) scores on information confdence and fnancial
wellbeing. Scatterplots of the willingness to pay values
calculated from these models were used to illustrate dif-
ferences in cost sensitivity. Further analyses were un-
dertaken on diferences in willingness-to-pay values for
those currently using social care (vs. those with long-term
conditions but not yet using social care) and older people

completing the DCE (vs. their family members). Due to the
small sample sizes in some of the subgroups, tests of
poolability were not conducted. Finally, a latent class
analysis was conducted on the whole sample in Latent Gold.

Further technical details of the steps taken in designing
and analysing all the data are provided in the supplementary
appendix.

4. Results

One hundred and eighty-two respondents completed the
survey. Table 2 presents participant characteristics. Two-thirds
were female, and almost all were white, despite eforts to be as
inclusive as possible.Te average age was 68 years old although
there was a large spread in the sample, from 30 to 91 years old.
All regions of England were represented, but the largest source
of recruitment was fromYorkshire andHumber. Forty per cent
were family members of people receiving support at home, and
a smaller number (11%) were older people in receipt of care
themselves. For both the family and older people, 80 per cent
entirely paid for care themselves, with others jointly funding
care with the council/other sources. Eighty-four per cent of
respondents completed the survey online. As there was no
evidence of scale heterogeneity relating to diferent survey
delivery types (online or postal), data from eachwere combined
in the central analysis.

Table 3 presents the central fndings from the DCE
analysis. A frst notable observation is that the specifc
navigation services provided (attributes 1–4) were markedly
more important to participants than the organisational
features of the service (attributes 5–7). Te most highly
valued attribute was for information about the quality of
social care services (a mean willingness to pay of £285),
closely followed by “help to think things through” (£212).
Both information about the availability of services and f-
nancial information were valued at just below £200.

Table 1: DCE attributes and levels.

Attributes Levels

(1) Information about quality Te navigation service might provide detailed information about the quality of local
social care providers, or no information about quality is provided

(2) Information about fnances It might provide information about how to manage your fnances to meet the costs
of care, or no information about fnances is provided

(3) Information about availability It might provide up-to-date information on which care providers have availability,
or no information about availability is provided

(4) Help to “think things through” It might provide help by talking you through the things you need to think about
when making choices, or no help is provided to think things through

(5) Who will help me?
It might be through
(i) One person that you get to know, or
(ii) Several people who you do not get to know

(6) What organisation runs it?

Te navigation service might be run by
(i) A local authority (the council), or
(ii) A local not-for-proft organisation (charity), or
(iii) A private-sector organisation

(7) Waiting time
Te navigation service might be
(i) Available immediately, or
(ii) You may have to wait a number of weeks

(8) Cost to you It may be provided free to you, or youmay have to pay a one-of fee of £100, £300, or
£600
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Amongst service characteristics, the most important
feature was that the service was provided by a single indi-
vidual which the participant gets to know (rather than
multiple people). Tere was a small willingness-to-pay value
(£69) for the service to be available immediately, rather than
having to wait a few weeks. Participants did not strongly
value diferences in who delivered the service, with a mar-
ginal preference for charitable organisation compared to
councils or private-sector provision.

Analysis also estimated the likely acceptance of diferent
service designs costing diferent amounts. An “optimal”
service, with all attributes set at the most highly valued
option (shown in Table 3), would be accepted by 91 per cent
of participants if available without charge. Te predicted

acceptance rate declines with the cost charged to 84 per cent,
69 per cent, and 57 per cent for optimally designed service
costing £100, £300, and £600, respectively.

4.1. Variation in Preferences: Te Role of Information Conf-
dence and Financial Wellbeing. Willingness-to-pay esti-
mates for each attribute were calculated separately for
respondents with high and low values on the “information
confdence” and “fnancial wellbeing” scales. Te “high”
and “low” categorisation was achieved simply by dichot-
omising above/below the median value. Figures 2 and 3
present an “at-a-glance” visualisation of the variation in
preferences in the form of scatterplots. Each point on the
scatterplot represents the estimated willingness to pay for

Navigation Service
A

If you were organising social care, which of these navigation services would you use?
(1 of 8)

Navigation Service
B

No Navigation
Service 

Information about
quality Not provided

Provides detailed
information on the

quality of care provision

I would not use a
navigation

service and find
care myself

Information about
finances Not provided

Provides information
about how to manage
your finances to meet

the cost of care

Information about
availability Not provided

Not provided 

Who will help me? One person you do
get to know

Several people you do
not get to know 

What organisation
runs it? The local authority A local, private sector

organisation 

Waiting time You will have to wait
a few weeks Available immediately 

Cost

Please tick

£0 (free) £600

Provides up-to-date
information on which

care providers have
availability

Help to “think
things through”

Provides help by
talking you through
the things you need
to think about when

making choices

Figure 1: A choice set from the DCE.
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an attribute with each of the levels available (see Table 1).
Perfectly equal preferences between participants with
high/low values would be indicated by each point lying on
a straight line at a 45o angle through the origin. Deviations
from this would suggest that the two compared groups
have diferent preferences.

Figure 2 shows a scatterplot of willingness-to-pay estimates
for each attribute for those with higher (y axis) and lower (x
axis) information confdence scores. It reveals relatively little
variation in preferences. Respondents who were highly con-
fdent with information had a slightly greater preference for
information on quality. Tose who were less confdent with
information had a greater preference for information on

availability. On average, those with high information conf-
dence were willing to spend just six per cent more than those
with low information confdence on navigation support.
Further details can be seen in the supplementary tables.

More variation was evident with respect to fnancial
wellbeing (Figure 3). Most notably, those with greater f-
nancial wellbeing were willing to pay 50 per cent more
overall than those with low fnancial wellbeing. Tose with
low fnancial wellbeing were more likely to value “help to
think things through” and preferred the navigation support
to be provided by the council rather than by private orga-
nisations. Further details can be found in the supplementary
tables.

Table 3: DCE survey-aggregated results and willingness to pay £∗ (confdence intervals).

Attributes and/or levels Willingness to pay
(£)∗ (confdence intervals) Coefcient (SE) p values

Information about quality 285 (206–364) 1.109 (0.140) <0.001
Information about fnances 198 (129–267) 0.772 (0.126) <0.001
Information about availability 192 (123–261) 0.747 (0.126) <0.001
Help to “think things through” 212 (143–281) 0.827 (0.128) <0.001
Who will help me? Information
from one person (ref: vs. information
from multiple people)

130 (97–163) 0.508 (0.062) <0.001

Council provides service −10 (−49–29) −0.039 (0.079) 0.62
Charity provides service 59 (16–103) 0.231 (0.087) 0.008
Private company provides service −49 (−132–34) −0.191 (0.092) 0.037
Service available immediately
(ref: vs. wait a few weeks) 69 (36–102) 0.268 (0.062) <0.001

Cost of the service — −0.004 (0.000) <0.001
Constant −58 (−177–61) −0.225 (0.234) 0.337
No. of individuals 182
∗From an uncorrelated random parameter logit model.

Table 2: Sample characteristics (n� 182).

n (%) unless
otherwise specifed

Gender
Male 63 (35)
Female 119 (65)

Age Mean� 68
s.d.∗ �12.6

Ethnicity
White 178 (98)
Mixed/multiple ethnic groups 1 (0.5)
Asian/Asian British 1 (0.5)
Black/African/Caribbean/Black British 2 (1)

Current circumstances
I receive help at home for myself 20 (11)
I am a relative of someone who receives help at home 78 (43)
I have a long-term condition but do not receive help at home 84 (46)

Information confdence (n� 181, one missing response) Mean� 21
s.d.� 3.0

Financial wellbeing (n� 181, one missing response) Mean� 61
s.d.�10.5

Completion method
Online 153 (84)
Postal 29 (16)

∗s.d.� standard deviation.
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Additional exploratory analyses of the estimated will-
ingness to pay were undertaken on potential subgroups.
First, those responding as current self-funders were com-
pared with those who had long-term conditions but were not
yet using care. Second, those responding as older people

using care were compared with family members of older
people using care.

Respondents currently receiving care had willingness-
to-pay values which were 19.7 per cent higher than those
planning for care in the future due to a long-term health

Information on
quality 

Information on
availablity

y = 1.0608x
R2 = 0.8968
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Figure 2: Scatterplot of information confdence and willingness to pay.
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Figure 3: Scatterplot of fnancial wellbeing and willingness to pay.
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condition.Te latter group was also more likely to value help
with their fnances than those currently receiving care and
placed a higher “intrinsic value” on the navigation service.
Tis meant they were more likely to value any help with care
navigation, regardless of its specifc design features.

Tere was no evidence of variation between older people
and their family carers, indicating similar navigation pref-
erences between them.

4.2. Variation in Preferences: Latent Classes. Diversity in
preferences was further examined through latent class
analysis (LCA). LCA examines whether the sample as
a whole can be disaggregated into separate “classes,” within
which each participant has similar preferences for naviga-
tion support. Tis allows a typology of preferences to be
established. Four latent classes were identifed. Table 4
presents willingness to pay for each attribute for each class. A
more comprehensive output can be found in the supple-
mentary information.

Class 1 represented nearly half (48 per cent) of the
sample. Members of Class 1 had the highest willingness to
pay for all attributes, compared with the other classes. Tey
also had the highest “intrinsic valuation” for navigation
support (represented by the “alternative specifc constant” in
Table 4), which, as noted above, indicates that this group
tended to highly value navigation support, regardless of its
specifc design features. Even so, this group particularly
prioritised help to “think things through,” suggesting that
information alone was insufcient for them. Tis group also
placed a relatively high premium on the service character-
istics: for example, they had a strong preference for support
from a service with charity status, for support to be provided
by one individual they got to know, and for the service to be
available without delay.

Class 2, representing 20 per cent of respondents, had the
lowest “intrinsic valuation” of all classes.Tat is, members of
this class would be least likely to pay money for navigation
support, regardless of its design. Nevertheless, members of
Class 2 placed a relatively high valuation on information
about quality, but they did not value help to “think things
through” or had particularly strong preferences over how the
service was organised.

Respondents in Class 3, representing 18 per cent of the
sample, had a positive intrinsic valuation, indicating de-
mand for navigation support in general, but were unlikely to
pay signifcant sums for specifc design features. Members of
this class would be prepared to pay a modest cost for help “to
think things through.”

Respondents in Class 4 (representing just 14 per cent of
respondents) had strong preferences for the information
attributes, but in sharp contrast to other classes, they also
had a strong preference that this came from the council, and
an aversion to private organisations. In addition, in contrast
to other groups, they would prefer to wait longer for support.
Tis latter fnding may indicate that they would not wish to
rush any decisions.

 . Discussion

Consumerism has played a powerful role in shaping public
services across past decades, with the centrality of quasi-
markets dominating reforms in social care in the UK and
internationally [33, 34]. In England, these pressures
dovetailed with the independent living movement and
a discourse of “choice and control” to form fertile ground
for enthusiasts of rational actor economics [17]. In theory,
self-funders of social care are the archetypal form of
consumer, armed with the resources to make choices in the
marketplace for support, and matching information to
their preferences.

However, as outlined above, navigation in social care
markets is not so simple. It is likely that poor navigation is
related to poor social care outcomes. In healthcare, there is
good evidence of this association, and international atten-
tion is now given to suitable defnition and measurement of
“navigation” in care contexts, with new studies underway
[35]. Tis may give rise to new evidence-informed in-
terventions to support decision-making and in imple-
menting decisions. Yet, in social care, evidence is sadly
lacking. Te present study is the frst to examine what self-
funders may, hypothetically, be willing to pay for specialist
support with navigation. In doing so, it revealed the strength
in preferences for help and variations between diferent self-
funder groups.

Te study fnds that information about quality was the
most highly valued navigation attribute, and this is not
unexpected given the informational defciencies and frag-
mentation facing older people in need of care [5, 14]. Te
importance of information is supported by wider market
research evidencing that older people tend to consult fewer
sources of information when making consumer decisions
[36]. Yet, this new study demonstrates that providing in-
formation alone is insufcient for most self-funders and that
they typically value information alongside help to “think
things through.” Other research has highlighted the frus-
tration that self-funders face when professionals provide
information but will not help in the process of making
decisions [28]. Elsewhere, evidence from “cash-for-care”
schemes that attempt to mirror the decisional autonomy of
self-funding for state-supported clients (by devolving care
budgets to the end user) has found that older people faced
multiple anxieties about the responsibilities of organising
their own support [37]. More generally, the need for
decision-making assistance also chimes with consumer
psychology studies that fnd that older people are more likely
(than younger counterparts) to make decisions that are “just
good enough,” rather than making the best possible choices
for them [38]. Taken together, the research provides
a powerful narrative that self-funders should receive more
assistance in making decisions.

Tis study also fnds important variations in self-funder
preferences for navigation support. Tose with poorer
subjective fnancial wellbeing were signifcantly less likely to
be willing to pay for a navigation service, despite arguably
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having a greater need for it. Interestingly, this group was
more likely than those with higher fnancial wellbeing to
prefer navigation support from their council, rather than
from a private agency. Since it is the local council that
administers fnancial eligibility criteria, it might have been
anticipated that council advice may not be trusted, in which
they have a fnancial motive (e.g., for self-funders to avoid
depleting their resources, and so becoming eligible for state-
funded care). Certainly, those obligated to self-fund can face
signifcant fnancial anxiety intertwined with the process of
purchasing their care [22, 28]. Tese fndings, however,
imply that local authorities are a trusted place for those with
fnancial anxieties, rather than private-for-proft
organisations.

Te latent class analysis suggests that there are four
groups of individuals who share similar preferences for care
navigation.Te frst, and largest, class has a high valuation of
navigation support and would be willing to pay a signifcant
price for support. Although this is based on only hypo-
thetical exercises (these are “stated” rather than “revealed”
preferences), it nevertheless supplies strong evidence that
there is a market for navigation services that may attract user
charges to fund their work. In England, there are few services
that ofer a chargeable but comprehensive navigation
package. Limited “brokerage” or “direct payment support”
services exist but are mostly targeted at people receiving
state-funded “cash-for-care” budgets. Unfortunately, there is
limited knowledge of older people’s views of these options
[39–41].

A fnal methodological advance is also noted with this
research. Almost all usage of DCEmethods in the health and
care landscape has focused on support that is either state-
funded or else supported by social or personal insurance
systems. In either case, the notion of “willingness to pay” is
abstract, since there is no fee imposed on individual users at
the point of use. For example, when examining preferences
for GP surgeries in Britain, DCE analysts have resorted to
proxy measures of willingness to pay, such as using waiting
time, the idea of out-of-pocket expenses, or travel times. By
contrast, in the current example, the notion of a cost
constraint is directly relevant to the preferences being tested,
since by defnition, self-funders would most likely be ex-
pected to meet costs themselves for any additional navi-
gation support.Te validity and interpretability of the results
are thus enhanced.

Tere are several important limitations to note.Te DCE
method is a rigorous approach to understanding the strength
of preferences for service attributes but is only a hypothetical
exercise. It is not clear whether the results here would refect
real-life choices. In healthcare, there is credible evidence that
real-life choices show reasonable association with those
predicted by DCEs [42]. However, the research team can
only speculate as to whether such results hold for social care.
A further limitation is a modest sample size, which although
powerful for main willingness-to-pay estimates may nev-
ertheless be suboptimal for comparison of diferent re-
spondent groups. Relatedly, the COVID-19 pandemic
greatly impacted the data collection phase of this study. Te
research team was limited in avenues for recruitment. Tey

could not access older people currently receiving care by
attending in-person groups, and it is notable the sample
included few people from Black or Asian communities. Te
research cannot, therefore, make confdent assertions about
whether preferences may difer for these groups.

Recommendations for future research would examine
heterogeneity in self-funder decision-making and navigation
styles in more detail. At the time of writing, a qualitative
follow-up study of these participants is examining pathways
and decision-making styles. Other research could helpfully
move from research on experiences and preferences to actual
design and testing of support systems to improve navigation.
A review of decision-making aids [21] has found a clear gap
in research to support social care navigation, despite
a plethora of such systems available in healthcare decisions.

6. Conclusion

Tis study explored the preferences of older self-funders and
their families when choosing and arranging care. Signif-
cantly, these fndings show that the most highly valued
service attribute was for information about the quality of
social care services, closely followed by “help to think things
through” when making decisions. Earlier research has
shown that local authorities provide care management
support to nonself-funders which can lead to potential
benefts in choice and personalised care. In the future care
reforms, English self-funders are likely to have a closer
relationship with the local council, as new care caps bring
new roles and functions. As part of these reforms, care
navigation support to self-funders may prove an important
part of planning and commissioning care.
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