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What is being expected in terms of 
savings to contribute to MTFS 



Savings achieved 2011-16 

Procurement / commissioning, package adjustments and outsourcing 
represent 70% of the target savings 



 
 

Merton Council Medium Term Financial 
Strategy 2015-19 

Adds over £9m to that £18m.  Net budget of £55m 
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TARGETS ALLOCATED TO 

DEPARMENTS TO BE MET FROM 

SAVINGS AND INCOME 

2015/16 

£000 

2016/17 

£000 

2017/1

8 £000 

2018/19 

£000 

Total 

£000 

Corporate Services 99 1,691 2,180 1,446 5,415 

Children, Schools & Families 50 1,872 1,839 1,062 4,824 

Environment & Regeneration 363 4,329 4,866 2,290 11,848 

Community & Housing 220 2,935 4,136 2,590 9,881 

Total Income 732 10,827 13,021 7,388 31,968 

Cumulative 732 11,559 24,580 31,968   



Details of Savings Already Agreed 

Description 

 

Savings 

2015-16 

£000 

 Savings 

2016-17 

£000 

 

Savings 

2017-18 

£000 

Total              

£000 

Access & Assessment - Placements         

*Below inflation uplift to third party suppliers  350 500  0 850 

Brokerage efficiency savings 0 150  107 257 

Remodelling and re-procuring the domicilary care service, following the 

end of the 3 year contract starting in 2012. 250 0  0 250 

Domicilary care service  0 0  107 107 

Procurement savings 250 250  108 608 

Review of care packages with a view to an overall average reduction in line 

with promoting independence 100 0  0 100 

*Review of care packages 75 0  0 75 

Brokerage efficiency savings 31 242 0 273 

Domicilary care service  31 242 0 273 

Procurement opportunities (Placement budget) 32 244 0 276 

Subtotal (Placements ) 1,119 1,628 322 3,069 
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COMMUNITY & HOUSING 

SAVINGS  2015 - 2018 

 



Approach: Use of Resources 
Framework 



 
 

Investment Model 
A whole system approach, offering value to the 

customer & Tax payer 

 
 

Prevention Recovery Long Term Support 

Process Partnership Contributions 

I am not forced into using health a 

& 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 

risks. 

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 changes of saying 

at home. 

If I still need continued support, I 

am able to choose how this is 

done.  I can choose from a range 

of services which offer value for 

money.  The resources made 

available to me are kept under 

review. 

The processes to deliver these 

three outcomes are designed to 

minimise waste, which is anything 

that does not add value to what I 

need. 

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. 

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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Investment against this as in 2010/11 

Prevention 

£9.385m 

Recovery 

£3.346m 

Long Term Support 

£46.576m 

Process 

£7.186m 

Partnership 

£2.080m 

Contributions 

-£18.252m 

£50,322m Estimated Budget: 

9 



We used some support to come up with a detailed list of savings 
in third party spend, done in 2011 

Ability to implement: 1= easier, 5= more difficult 

External risk: 1= low risk     
2,3 = Medium risk 

  4, 5= high risk 



Estimated savings per annum 



Opportunity matrix (2011)  

2 examples  
of worked 
through 
opportunities  
on next 2 slides 



D1: Re-structuring Supporting 
People 

Key risks (H) 

•Political reaction re: clients denied services 

• Increased social care costs- many will qualify 
under FACS and will require more expensive 
support.  As tenancies are lost, HB will cease. 

Implementation challenges (M) 

•Need a thorough understanding of a 
complex scheme.   

•Service users need to understand the 
reasons for change and the impact on them. 

 

Evidence example: 

Analysis of provider and customer 
list supports the estimate 

Informal discussions to understand 
other borough’s initiatives. 

12/13  13/14   14/15  Total 

          500    500 500 1500 

Description: 

Bring Supporting People into 
mainstream services. Specifically, apply 
FACS criteria. 



           C7: Meals on wheels  

Key risks (M-H) 

•  Public outcry if service is cut 

•Risks to customers who have difficulty 
feeding themselves. 

Implementation challenges (L) 

•Addressing the needs of the vulnerable 
customers who no longer receive the service 

Evidence example: 

At least one other London borough 
has discontinued this service. 

Description 

Stop meals-on-wheels service ad 
replace essential cases with 
alternatives. 

Note: finally got agreement to do this in 2016 



Next 7 slides take a high level look at 
some things we have done, under the 

six framework headings 



Prevention 

I am not forced into using 

health a & 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 

risks. 
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Agreed framework with voluntary Sector in 2010-11 
 
Ageing Well 1. Ending of funding for lunch clubs and 
transport. Personalised approach. Focus on outcomes 
as per IPC key factors. Including dementia hub, one 
generic carers service, incontinence advice, falls. 
 
Ageing Well 2 2016-19. 50% of the funding. Focus on 
early advice including hospital discharge, plus 
alternative to meals on wheels. Carers offer moved to 
next phase.  
 
Updated volunteering offer. Public health now 
contributing, e.g. neighbour care 
 
Rationalising Supporting People, but with care due to 
knock ons for housing and young people 
 
Time scale has shortened: diversion as much as long 
term prevention 
 
 



EXAMPLES OF CONDITIONS 
 

Complex & Profound Learning Disabilities 
 

Severe dementia 
 

Very severe mental illness 

RISK MITIGATION / SERVICE RESPONSE 
 

Advice 
      

Care at home (Reablement and Dom. Care) 
 

Respite for carers 
 

Nursing and Residential care 

Advice 
Supported Accommodation 

Domiciliary care 
Day support out of home  

Telecare 

Immediate 
72 hrs and 

unacceptable 
risk to safety 

and to life 

Imminent (1 month) 
risk to core activities of 
daily living and safety 

Independence and well being 
will be compromised without 

support 

Independence and well being might 
be compromised without support in 

the future 

Severe learning disabilities 
 

Severe physical disabilities 
 

Severe mental illness 

Physical disabilities e.g. Stroke 
 

Moderate learning disabilities 
 

Housebound elderly 
 

Mental health issues 
 

Homeless 

Physical Sensory 
Impairments 
 

Elderly with mobility 
 

General public 
 

Mild Learning 
Disabilities 

Accommodation 
Alleviation of isolation  

e.g. drop in, befriending, peer support. 
Practical Support e.g. shopping Home 

Maintenance 
Information, Advice 

Health maintenance  
e.g. Counselling, meals, chiropody, 

incontinence, falls prevention,  
(NB some funded by NHS) 

Getting Through Crisis 

Adult Social Care         Risk and Priority Areas 

Information 
 Advice 

Learning 
Health advice 

1 

2 

3 

4 
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Appendix 1 



 
 

 
 

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 

changes of saying at 

home. 
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Kept in house re-ablement service but downsized 
 
Re-ablement service is having required effect on DTOCs and 
downsized home care packages. Looking to expand remit to 3 
month reviews and all double ups 
 
Have needed to have tight focus on crises which were driving 
people into care homes. Partly hospital discharge but just as 
much family breakdown, homelessness including NRTPF, 
hoarding. 
 
Mental health. Trust has Recovery College. Growing peer 
support offer.  
 
Would like Outcome Based Commissioning to incentive this 
approach for home care providers, but some way off this 
 
We have more to do on having a shared approach with our NHS 
colleagues, especially hospital discharge process 



 
 

 
 

Long Term Support 

If I still need 

continued support, I 

am able to choose 

how this is done.  I 

can choose from a 

range of services 

which offer value for 

money.  The 

resources made 

available to me are 

kept under review. 
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Suppression of fees through procurement, Care Funding 
Calculator/ right sizing packages 
 
Focussed reviews run as projects with a script for staff and 
customers 
 
Relatively high use of direct payments. Pre-paid cards 
critical. Issue over scarcity of PAs so now deciding on where 
next 
 
Learning disabilities. Costs held down by day services which 
in turn are reducing offer including transport. More to do 
on transitions (18% growth in SEN in 3 years). Learning 
together about what promoting independence means here. 
 
Telecare has substituted for home care and sleep ins. This 
needs to widen with  more people understanding assistive 
technology generally 
 
We have reduced use of care homes and overall customer 
numbers, seeing some pressure on home care hours 
 
Going to market on home care now with first OBC steps 



 
 

 
 

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. 
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Reduced non direct care staffing by 50% since 2010/11. We 
think new structures are right but we have run ahead of 
required benefits through OBC and new information system.  
 
Moving from “assessment” to “asset based problem solving” 
and working with voluntary sector. 
 
Moved some processes to voluntary sector including small 
grants and carers assessments 
 
Moved some processes to customers, e.g. Merton-i and self 
assessments, latter need re-visiting 
 
Seeking better management information to run these. Both 
about staffing and about customer forecasting. Not forecasting 
adds cost.  
 
Robust mutual discussion on processes with corporate 
colleagues. 
 
Driving mobile/flexible working, again this needs change of 
culture and management systems 
 
 



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. 
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Long standing integrated services for MH and LD. Needing to 
continually review outcomes but spend below average. 
 
For older people, looking especially at hospital discharge. 
Evidence that this can save some money. Looking at integrated 
community teams but likely to be less financial benefit to 
council. Health input to providers is critical as trade off for this 
 
Got well over mandated amount on BCF but having to take very 
assertive approach on this and CHC.   
 
Other parts of council are key, especially housing, children and 
young people.  
 
Moving to more of a long term relationship with key suppliers 
especially home care: greater mutual transparency, how 
together we can drive costs out. Means willingness to 
understand their world better 
 
Voluntary sector remains key. Currently refreshing shared 
strategy taking into account drop in council funding 
 
 
 
 



 
 

 

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 22 

Charging policy: no subsidy on charges to those paying full 
cost. At present we don’t plan to charge carers or for 
processes like brokerage.  
 
Putting financial assessment right at start of process 
 
 
Principle of “everyone to contribute according to what 
they can do” is important for asset based/promoting 
independence culture 
 
More explicit about taking into account benefits people 
receive: e.g. assisted travel policy takes into account 
mobility benefits  



We have done a further review in 
2016 as financial position tightens. 

Not published but a few slides  
exemplify approach 



Some selected  findings from 
independent review in 2016 

 

• To assist council on a low tax promise 

• Is there structural and long term alignment between 
spend and the budget? 

• Is everything being done that could be done to find 
savings and manage the budget? 

• What does benchmarking data tell us? 

• What new opportunities might there be? 

 
Fourth review of this nature since 2011. We see this as essential, 
not least to have right shared understanding with members and 
corporate centre 



Our scope directly addresses a major component of the Adult 
Care Service System 

• The ADASS Resource Reduction 
Task Group 2010 (Supported by 
the National Improvement and 
Efficiency Partnership) has 
defined a “Whole Systems 
Approach” to social care. 

• Merton has defined it’s efforts 
around these definition 

• We have focused on the 
Continued Support area 

– Some look at prevention 

– Some dependency on efficient 
process to drive changes in 
practice. 

The Overall System 

• Prevention 

• Recovery 

• Continued Support 

• Efficient Process 

• Partnership 

• Contribution 

Prevention 

 

Recovery 

  

Continued 

Support 

 

Process 

 

Partnership 

  

Contributions 

 



New request data suggests there may be an opportunity 
to re-engineer the “front door” 

• Comparators 
appear to see 
many more 
people, yet 
not take more 
into services. 

• Many more 
appear to go 
into ongoing 
low-level 
support than 
Merton. 

• Merton shows 
a higher 
percentage 
going to 
Residential 
care 

Source: “SALT” 2014/15, STS001 1b 

One example of what benchmarking may  
tell us or get us to think (even if we may disagree with argument) 



Potential Initiative Summary - Transformational 

Ref Initiative Short name Atlantic 
view 

Merton 
Status 

Merton 
Potential 

Invest-
ment 

Rationale/Comment 

DL1 Outcome based Home care 2 Medium Programme initiated 

DL2 Accountable care org. 1 Low Many barriers 

DL3 Early intervention 2 Medium Evidence emerging (Scotland) 

DL4 Outcome based LD 2 Medium As yet, not attempted; 

DL5 Assistive Technology 2 Medium Not applied well; high impact 

DL6 Big Data Usage 1 High Requires more scale 

SL1 Closer working with Health 2 Medium LD and MH already integrated 

SL2 Multiple boroughs collaborate 1 Low Savings are elusive 

SL3 Outsourcing 3 Medium Few remaining in-house svcs 

SL4 Market Shaping 2 Low London economy trumps local 

SL5 LA Trading Companies 1 High High start up costs 

SL6 Dynamic Procurement 1 Low Market rates are rising 

= High = Medium = Low 1. Being considered Or benefits not yet quantified. 
2. Planned or in early implementation  
3. Implementation advanced, but further scope. 
4. Little further value to gain. 

2016 review: final list of “transformational” opportunities.  

Note: Atlantic view based on national overview/opportunity   



 
To summarise (my own view)…  

 
We could define overall approach since 2010  in 

3 phases 

1. Suppression of fees, raising thresholds, challenging 
packages, staffing savings. Up to 2014  

2. Reducing or containing volumes through demand 
management, end to end process redesign, shift to 
voluntary sector and customers. 2014 to date 

3. Emerging ideas (next slide) 



Emerging ideas 
• Predictive use of data, both prevention and in services 

• Systems to connect those needing support and those who can give 

it, with less of our input. “Direct Payments Plus” 
• Adapting mainstream technologies, not “telecare”, e.g mobile 

phones and tablets, smart devices, GPS, tracking systems 

• New forms of supported living. Use of own accommodation in 
return for support. 

• Asset based problem solving (aka “rediscovering social work” or 
other terms), in partnership with voluntary sector 

• Next phases of OBC based on providers taking some risk on 
outcomes, population or individual based. 

• Control of market through ownership of assets and/or modified 
direct services 

 


