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Foreword 

Adult care services are facing an extremely tough future and directors, working with 
their partners, should be confident that they can access the very best guidance to help
them rise to the challenges they face.

That’s why I’m really pleased that ADASS is publishing How to make the best use of reducing
resources: a whole system approach. 

For the first time, it offers a systematic journey through the key areas of social care and sets out 
the detailed components and suggested metrics of each area. It allows directors to look at whether
they are taking all the opportunities to use their resources in the most effective way possible.

The document draws together learning from various products and initiatives already in existence 
to provide a whole system view. I must thank the small group of directors led by the ADASS 
Resources Network chairs for their oversight and to Simon Williams at the London Borough of 
Merton for drawing the project together.

We see How to make the best use of reducing resources as a live resource which will be
added to and refined over time and supported by a growing evidence base of case studies.

Your feedback would be most welcome.

I encourage all directors to use the publication to, at the very least, review and benchmark 
progress against a very demanding environment.

Good luck!

Sarah Pickup
Honorary Secretary
ADASS

Published by the ADASS Resource Reduction Task Group. 2010.
Supported by:

Introduction

This paper summarises the key components of a system designed to help you make 
the best use of available resources. It draws on documents from government departments, 
academic studies and short life groups. 

You will find:

> An overview of an effective system

> The main components of each part of the system

> What good likes like – how you can assess whether each component is working 
as well as possible



An overall system  

There are six key overall areas. The first three address what should be offered to people and the
remaining three address how this should be delivered. 

1. Prevention
“I am not forced into using health and social care earlier than I need to. I am enabled to live an 
active life as a citizen for as long as possible and I am supported to manage any risks.”

2. Recovery
“When I initially need health or social care, I am enabled to achieve as full a recovery as possible
and any crises are managed in a way which maximises my chances of staying at home.” 

3. Continued support
“If I need continued support I will be given a personal budget and I will be able to choose how 
to spend this to meet my needs. I can choose from a range of services which offer value for
money. The resources made available to me are kept under review.” 

4. Efficient process
“The processes to deliver these three outcomes are designed to minimise waste, which is 
anything that does not add value to what I need.”

5. Partnership
“The organisations that support me work together to achieve these outcomes. These 
organisations include health and social care, other functions in statutory bodies such as councils
or government, and the independent sector.”

6. Contributions
“I and others who support me are expected and enabled to make a fair contribution to this
support. These contributions may be financial according to my means, informal care and support
from those close to me or from volunteers, or from me playing my own part in achieving these
outcomes.”
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Prevention

An inclusive strategy for ageing or disabled people
which enables them to gain access to mainstream life
as a citizen and to take active steps to prolong their 
independence.

Access to information and advice which enables 
people to find their own solutions wherever possible
and which is made easy to use. This includes enabling
people to make use of all digital channels.

Affordable and reliable practical support.

Some telecare and simple aids to daily living made 
affordable and easily available to people without 
needing to undergo professional assessment.

Social contact delivered through informal support 
networks or networks enabled through local voluntary
effort.

An operational predictive model, shared between
health and social care, which identifies those most at
risk of requiring greater care and support.

Vaccination made available to those who will 
most benefit.

Specific preventive services which are targeted at 
conditions which can have the greatest impact on
whether independence can be maintained. There is
strong evidence for dental care, podiatry services, 
incontinence services, dehydration monitoring, falls
prevention and stroke recovery.

A housing strategy which ensures that people can live
affordably in their own homes for as long as possible,
enables people to choose to move to smaller or more
appropriate accommodation and which allows people
to have their own home with support.

Is a strategy in place?

Uptake by older/disabled people of
leisure, adult learning and library 
services.

Access to public transport.

Access to training and support on IT
use.

Access to computer terminals.

Web-based information services, 
continuously updated and easy to use.

Cost and reliability of local services such
as home maintenance, gardening and
shopping.

Is there a local accreditation scheme 
for these services or can you use a 
national one?

What telecare is available to people who
are not FACS eligible?

How much does it cost?

What is available to isolated peple? 

Is there a home-based befriending
scheme? 

Are there congregated options such as
lunch clubs?

Have social care and health agreed a
model?

Is there a database of those at risk?

What intervention is there for those on
such a database?

Uptake of vaccinations by priority
groups.

Is there a housing strategy?

Is there an under-occupation policy in
local social housing which incentivises
older people to move to smaller/more
suitable accommodation if they want to?

Are there opportunities for older people
to access extra care housing whatever
their housing status (renting or owner
occupying)?

Recent CLG/DH documents on
good practice. 

Metrics Guidance/evidenceComponent



Recovery

A re-ablement service which gives everyone the 
opportunity to regain as much independence as 
possible and to live at home. This service is available
both to those being discharged from hospital and to
those in the community.

A crisis/rapid response service, shared between health
and social care, which responds immediately to 
suddenly changing needs and which can provide or
arrange immediate support.

More targeted use of telecare and aids to daily living.

Use of the recovery model in mental health services.

60% of people who use recovery 
services do not go on to need ongoing
home care.

Is there a 24/7 service and what is the 
uptake?

Is there any measurable impact on 
hospital admissions?

Are telecare and simple aids to daily 
living routinely available as part of 
recovery/re-ablement?

Evidence from Supporting People and
national indicator on planned move-ons.

CSED studies.

POPPS studies e.g. Devon 
and Hillingdon.

Metrics Guidance/evidenceComponent



Continued Support

A gateway into continued support which uses 
self-directed support principles including a resource 
allocation system, and which does not commit 
ongoing support without having checked whether
maximum recovery has been achieved.

A full range of accommodation for different levels of
need and choice, which enables people to live 
independently but which may also maximise the
affordability of support through appropriate geography
or scale. This may range from ordinary 
accommodation, through shared lives and clustered
units of accommodation to purpose-built 
accommodation.

Support at an economic hourly rate in a range of 
settings. This support (quantity and quality) can be 
accurately monitored where needed through methods
such as e-recording or user feedback.

Hourly rates of support held down by use of 
personal assistants and direct payments.

Access at economic rates to provider  marketplace for
those on personal budgets.

Active and integrated case management of those with
long term conditions most at risk of greater 
dependency, enabling them to take as much control 
as possible over how their condition is managed.

Simple aids to daily living delivered through the retail
model where people after assessment are enabled to
select their equipment from the retail market. Complex
aids to daily living delivered under contract.

Making the full use of telecare in a continued support
package.

A system where needs are kept under active review
which is linked to the resource allocation system.

Day opportunities start with expectation of 
employment for those of working age, alongside which
are schemes for training and volunteering.

Segregated day opportunities focused on those who
cannot affordably or consistently use anything else and
on providing a break for carers.

Health services made available. Could be general
health services to people with disabilities, 
specialist health services or continuing care.

SDS in place, including RAS, for all 
care groups.

RAS is working in such a way that at
least on average resources are 
committed at a similar level to those 
before SDS. There is no overall 
‘levelling up’.

Are there active reviews of need 
following re-ablement?

Benchmarked hourly costs of home
care and support.

Use of e-monitoring.

Ability of those on direct payments to
recruit personal assistants 
without going through agencies.

Percentage of SADLs delivered through
prescriptions.

Comparative figures on continuing care
per 1,000 population between PCTs.

Examples of supported living for
those with high needs e.g. 
Hertfordshire.

Use of Shared Lives as 
alternative service model.

Care Funding Calculator use.
Use of systems such as
CM2000 e.g. Merton and
Devon.

West Midlands PA Register.

Shop4Support, Quickheart
Slivers of Time, CareFirst and 
Northgate systems.

CSED studies.

North East region report on use
of telecare.

West Midlands use of pill 
dispensers. South 
Gloucestershire example.

Metrics Guidance/evidenceComponent



Efficient Process

Overall processes have been looked at under ‘Lean’
principles with the aim of ending or minimising 
anything which does not add value to the outcome for
a service user. Wherever possible, this has been done
in partnership with relevant health processes.

The first point of contact for customers and referrers 
is simple to find, can apply screening, can easily 
signpost onto other services where needed and can
resolve simple issues without the need for further
hand-offs.

Assessments are tailored to the requirements of the
customer. They are not disproportionate to the actual
risks and needs. They do not ask for repeat
information and assessments are combined wherever
possible or use other agencies’ assessments on 
a ‘trusted’ basis.

Safeguarding is embedded in all aspects of these
processes with risks and mitigation managed in an 
effective and proportionate way.

Staff are enabled to work in a way which maximises
time for contact with customers and issue resolution,
while also ensuring that core requirements of recording
are met. Examples of this are mobile working and/or
immediate recording.

Records are maintained in a way which makes 
inputting as efficient as possible for front-line staff,
which enable easy exchange of information and 
integrated assessments between these staff, and
which provide accurate and timely data for processes
such as financial or performance monitoring.

Support planning is done in a way which maximises
the contributions people can appropriately make,
which makes creative use of all opportunities and 
resources in the community and which is based on
outcomes.

Commissioning processes are shared where 
appropriate between local authorities or between local
authorities and the local NHS.  

Brokerage is used to ensure that support is available 
at the most economic cost and acceptable quality.
This brokerage is available to everyone who qualifies
for council support and may be made available to
those who fund their own support.

Procurement works to continuously look for ways to
reduce or contain supplier costs with any links to 
quality and outcomes clearly understood.

Staff are deployed to maximise any scarce professional
skills. There is a strategy to do this which also includes
training and retention of key staff.

Have processes been systematically 
reviewed and challenged under ‘Lean’
principles?

Ratio of referrals to further 
assessments.

Bradford University system 
for SADLs being piloted in 
Warwickshire and other 
places.

Reviews of where main systems
like CareFirst and Swift are 
used most effectively and 
economically.

Care Funding Calculator use.

Use of benchmarking clubs to
look at value for money.

Metrics Guidance/evidenceComponent





Partnership

Health and social care work together at a 
micro-commissioning level where front-line staff work
in multi-disciplinary teams aligned to clusters of 
practices, or in integrated specialist services such 
as mental health or learning disabilities.

Health and social care work together at a 
macro-commissioning level where pathways, services
and systems are jointly commissioned.

Transition between children’s and adult services are
based on detailed knowledge of cohorts of young 
people. Plans are not left to the last minute. Decisions
are made for young people that do not create 
disproportionately expensive arrangements which are
hard to change. Expectations from young people, 
carers and professionals are influenced ahead of the
point of transition.

A broader partnership of statutory agencies (e.g.
leisure, learning, employment, transport, housing and
benefits) work together to ensure that people can use
these functions for as long as possible and are not
forced into segregated health and care services.

Councils expect full value for money from any retained
in-house services, based on an analysis of what the
market can provide and why it is necessary for the
council to remain a provider. There is a plan to ensure
that these services are available for people with 
personal budgets on an individualised and trading
basis without inappropriate council subsidies or other
methods which constrain real choice.

Councils are clear with independent sector providers
about their medium term expectations for cost/price
management and efficiencies, so that providers can
plan. Councils work with their main providers to seek
mutually beneficial ways of taking cost out.

Councils have clear agreements with the local 
voluntary sector about how value is assessed and paid
for e.g. through Compact principles over cost 
recovery. There are no inappropriate barriers to smaller
and flexible organisations to be on provider lists.

PWC optimal care reviews e.g.
Coventry and Birmingham.

Metrics Guidance/evidenceComponent



Contributions

There is a Fairer Contributions policy in place which 
expects customers to pay for services if they can 
afford to do so, including from appropriate benefits.

The self directed support process is clear about the
contribution in kind expected from the customer and
any informal carers and family members. There are
processes and services which enable such 
contributions to be made.

The council recognises the value of wider social 
capital, including volunteering. It expects such capital
to be a source of support to people and actively
promotes and encourages it. 

In its dealings with customers and carers, the council
has a clear culture of seeking to support customers 
to take responsibility for their own lives to the best of 
their ability and to offer support for this, rather than 
assuming that an offer of services is required.

Does the SDS process and RAS allow
explicitly for an assumed contribution
from informal carers?

Software to automatically 
update financial assessments
every year in line with benefits
changes.

Metrics Guidance/evidenceComponent




