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Foreword  
This report makes an important contribution to the sector-led work to improve 
the wellbeing of adults. The key components of the model of sector-led 
improvement in adult social care are well on the way to completion: local 
accounts, challenge from one's peers, the best use of resources and learning 
from good practice from regional networks. All require transparent and 
comparable performance information.  

 
Although, at present, the data in standardised form is limited, it is essential to make full 
use of what we do have in order to compare performance and drive improvement.  It will 
also help clarify the set of evidence that will be needed to better demonstrate how 
outcomes are being achieved. 
 
I believe that Health and Wellbeing Boards, taking up their full powers from next April, will 
provide an unmatched opportunity for local government and its partners  to work together 
to improve the wellbeing of adults.  This can be achieved through careful analysis of the 
joint strategic needs assessment, which will underpin each local health and wellbeing 
strategy, and inform commissioning.   
 
Good information on wellbeing is at the heart of improvement in outcomes, and this report 
on progress in adult social care priorities provides an important stepping stone.  
 
It also gives a ‘line of sight’ for all those in both central and local government. I welcome 
the emphasis in the recent Care and Support White Paper on promoting people’s 
independence and wellbeing so as to minimise their need for formal care and support.  But 
when they do need those services, people should be ‘in control’ – fully informed before 
choices are made, and involved subsequently in any changes. 
 
However, I remain seriously concerned that current levels of resourcing for adult social 
care will make it difficult to achieve the kind of modern care and support system we would 
all like to see.  Reform remains overdue, but in the meantime it will be for the sector to use 
all its capacity as effectively as possible, working collaboratively with local people to 
improve wellbeing, and relying on good information to drive improvement.        
 
Councillor David Rogers OBE 
Chair of the Community Wellbeing Board, Local Government Association  
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Introduction  
This report aims to inform and support improvement in adult social care, and 
offers an overview of the progress of councils in England towards better care 
and support. It is a step on the way to more comprehensive knowledge and 
insight about needs, services and support for the whole population.   
At present, only limited evidence is available in standardised form to 
demonstrate progress with improvements and the challenges of 
transformation. It is vital that the sector builds wider and credible knowledge to 

guide its future progress, and work is underway to achieve this through the Towards 
Excellence in Adult Social Care (TEASC) partnership.  Meanwhile, this initial report draws 
on a limited range of statistics to identify some aspects of progress and challenges for 
councils, but more often highlights the need for further enquiry.  
 
To accompany this report, directors of adult social services also have access to a set of 
analysis tools that allow them to identify their progress in relation to other councils.  
It should be remembered that council-funded services represent only a minority of adult 
social care services, but there is very little public data available to give a wider picture of 
services and the whole population.  
 
Future analysis and reports will be better able to draw on evidence that can better 
demonstrate outcomes and the impacts of changing policies and practices.  The TEASC 
partners have taken part in a recent review of the data collections for adult social care, and 
are considering how best to combine these with other existing information to create a 
reliable and rounded narrative and analysis that can support the management of change.  
 
The direction of change itself has been recently confirmed in the White Paper ‘Caring for 
our future: reforming care and support’, which sets out a vision for the reform of care and 
support over the long term. The two key principles guiding the reforms proposed are:  
 
“…that we should do everything we can – as individuals, as communities and as a 
Government – to prevent, postpone and minimise people’s need for formal care and 
support. The system should be built around the simple notion of promoting people’s 
independence and wellbeing” 
 
The second principle is  
 
“that people should be in control of their own care and support. Things like personal 
budgets and direct payments, backed by clear, comparable information and advice, will 
empower individuals and their carers to make the choices that are right for them.” 
 
The Secretary of State’s foreword emphasises that transformation must be a collective 
endeavour, and in particular, one that listens and responds to the voice of people who use 
services, carers and families.   
 
The partnership that has commissioned this work is firmly committed to these principles, 
and to a new process in which sector leaders take on a new role in collaborating for 
improvement.  This initial account demonstrates some of the challenges ahead, forming 
part of the evidence base from which transformation will develop in the years to come. 
New information tools for councils accompany the report to support the management of 
change in practical ways.  
 
Peter Hay, Chair of the Towards Excellence in Adult Social Care Programme Board 
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Summary  
 
In relation to key national objectives for council funded adult social care, the evidence is 
limited, but suggests the following:  
 
Is prevention developing and working? 
The lack of standardised evidence on the effectiveness of prevention, and the relatively 
recent introduction of new practices and services means that it is not possible to say how 
many people are now helped more effectively to maintain independent living.  
 
Typically, the focus of prevention work by health and social care commissioners aims to    
reduce or avoid demand for ongoing support.  Resources are being focused more 
intensively on fewer people for shorter periods:  but the prevalence of long term conditions 
and complex health care needs is still rising rapidly, especially amongst older people.  
Intelligence from social care leaders in the regions suggests that enablement policies and 
practices now help many more people to maintain independent living, avoiding or delaying 
the escalation of care and support needs.  Terminology and understanding of the range of 
preventative approaches still needs to be developed, alongside related measures, to 
achieve a better understanding.  
 
There are many local examples of improved practice and innovation leading to better 
outcomes.  For the moment, the only available Adult Social Care Outcome Framework 
(ASCOF) indicator gives a proxy measure of effectiveness.  
 
How far have personal budgets been implemented to improve control?  
There has been a further rapid increase in the roll out of personal budgets in all regions. 
Just over half of all eligible people (52 per cent1) now have a personal budget.  The 
number of people using self directed support during 2011/12 was 605,7392, an increase of 
38 per cent since 2010/11.  Of  these, 192,3443 people had a direct payment, an increase 
of 9.5 per cent since 2010/11.   
 
Direct Payments are still an increasingly popular choice,  but there is work still to do to 
develop alternative options for people to use their personal budget independently. 
Councils have made progress towards the Government’s 2013 objective that all people 
eligible for care should be provided with a personal budget, preferably as a direct payment: 
they will need to maintain and extend this to reach the objective for April 2013. 
 
Many councils are pilotting innovative schemes such as managed accounts and individual 
service funds, but evidence of these schemes and their effectiveness is not yet captured.   
The number of people whose services were “arranged” 4 within personal budgets grew by 
57 per cent5 from 262,597 to 413,395, suggesting that “arranged” budgets are the main 
approach in use to increase the rate of implementation.  

                                            
1 ADASS Personalisation Survey 2012 (131 responses) plus estimates based on ADASS Personalisation Survey 2011 or RAP SD1 
2010/11 for non-responding councils excluding one-off payments (30 May 2012) 
2 ASCOF 1C (1) Proportion of people using social care who receive self-directed support 2011/12.  The Information Centre for Health 
and Social Care, 12 September 2012 
3 RAP SD1: aged 18 and over, all client categories (row 10; cols 1, 2 and 4) plus SD3: all ages, carers (row 6, cols 1, 2 and 4). The 
Information Centre for Health and Social Care, 12 September 2012 
4 “Arranged” services means that the council has allocated a personal budget but rather than issuing a Direct Payment to the service 
user, the account is maintained by the council. The service user stays in control of the decisions about who provides services.     
5 RAP SD1: aged 18 and over, all client categories (row 10; col 3) plus SD3: all ages, carers (row 6, col 3). The Information Centre for 
Health and Social Care, 12 September 2012 
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There were wide variations in the levels of achievement and rates of growth for self 
directed support across groups with different types of need.  
 
Are carers getting the support they need?  
The proportion of support for carers that is delivered through direct payments has 
increased significantly. But overall levels of support for carers appear to have declined: 
around 7 per cent6 fewer people are reported to have received support in the last year.  
This may partly reflect the reduction in the number of primary users of the services.  
Changes in the way services are recorded may also partly explain the apparent reduction7.  
Young carers have been prioritised, and services for this group increased  slightly.  
 
Is there a better range of community based provision? 
The evidence is too limited to be clear.  Data show that more traditional services such as 
home care, day care, respite care, equipment, and meals on wheels reduced in 2011/12 
overall, but at varying rates.  As yet, there are no measures in place to assess the growth 
of personal assistants, whose support is one of the major alternatives to home care.  
Lack of evidence does not necessarily reflect realities of local change on the ground: it 
does reflect the limited range of standardised  information available, as well as the 
difficulties inherent in assessing the wellbeing outcomes achieved by social care.   
As some current programmes to monitor innovation such as Think Local Act Personal 
gather pace, there are better prospects for learning more about the ways that people who 
use services and carers are achieving desired outcomes through the use of personal 
budgets. 
 
Other findings  
Access to council support has reduced significantly, in response to  budget presssures, but 
perhaps also reflecting better preventative work and early intervention. Some traditional 
services appear to be in decline, but it is not clear if this is driven by the choices of people 
who use services and carers: and if so, what kinds of support and services, if any, are 
developing.  The number of people who were delayed in leaving hopital for reasons 
attributable to social care reduced significantly.  
 
Councils face considerable challenges if they are to meet the needs and demands of their 
populations, and achieve better outcomes through a wider range of good quality support in 
more efficient ways.   
 
The Challenges Ahead  

For  councils:  
• Meeting the rising level of demand for support with diminishing budgets, especially 

for people with more complex needs.    
• Maintaining affordable, safe, good quality care within the resources available.  
• Continuing to make support more personalised, but with fewer resources.  
• Working with partners to improve health and wellbeing, prevent dependency on long 

term support, prevent abuse and neglect. 
• Influencing local markets to offer affordable services that are more enabling and  

achieve better outcomes. 
• Re-shaping the market so that there is better access to universal services, 

information, advice and guidance to allow people to make informed choices. 
                                            
6 RAP C2: all ages, carer specific services (row 5; col 1). The Information Centre for Health and Social Care, 12 September 2012 
7 This apparent reduction may be partly explained by inconsistencies in the way services have been reported.  There is some reported 
variation in the criteria used to record carers’ services. Eg when a person receives support to ease the burden on the carer, it may not 
be recorded as a carer service, but as another client receiving support.  Carers who receive a service in their own right may become a 
client, so carer services may not be recorded as such.   
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• Extending the contribution of technology: for example through wider use of telecare 
and telehealth. 

• Increasing opportunities for self-assessment and access to information online.  
 
For people who use services and carers: 
• Enabling easier access to services.  
• Finding good quality affordable support for independent living.   

 
Using this report  
This report is intended to help people who commission and operate local services to 
strengthen the available information on progress with key issues and national priorities.  
Local commissioners have access to analysis tools accompanying this report, and these 
are designed to help in the self-assessment and comparison of progress against regional 
or national benchmarks. Commissioners may wish to consider, for example:    
 

• If fewer people are now receiving on-going support or service, are commissioners 
confident that this reflects success with reablement and early intervention?  

• If resources are increasingly focused on fewer people with the most complex needs, 
can this be reconciled with effective prevention for the wider population?  

• If capacity to achieve longer independent living for more people has reached a 
plateau with current strategies, what other action can be taken to stay on course?  
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Background 
 
Background to the report 
 
This document was commissioned jointly by the Think Local, Act Personal and the 
Towards Excellence in Adult Social Care programme boards to support the improvement 
of adult social care services commissioned and provided by councils with adult social care 
responsibilities. It also aims to strengthen the accountability of councils, by making better 
information available and developing shared understanding of progress and obstacles. 
 
It has benefited from extensive consultation with these Programme Boards and with local 
authority representatives, to ensure that the final report was developed with and for 
councils.  Details of the reference group that oversaw the development of the report can 
be found on page 55 below. 
 
Think Local, Act Personal (TLAP) is a national, cross sector leadership partnership, 
bringing together people who use services and family carers with central and local 
government, major providers from the private, third and voluntary sector and other key 
groups.  One of its top priorities is a commitment to personalisation and to supporting self-
directed support across the sector. TLAP aims to draw together national and regional best 
practice and maintain an online hub of tools and advice to support this. TLAP also is 
working with its partners to identify the challenges being faced and to share innovative 
solutions, so that more people have choice and control over their lives. More information 
about the programme can be found at: www.thinklocalactpersonal.org.uk  
 
Towards Excellence in Councils’ Adult Social care (TEASC) is a programme of work with 
councils to improve performance in adult social care. Its core elements include regional 
work; robust performance data; self evaluation; and peer support and challenge. The 
sector-led initiative builds on the self-assessment and improvement work already carried 
out by councils – and most of the solutions to key issues and challenges will continue to be 
found locally and regionally. 
 
The TEASC programme board is responsible for working with Councils to develop and 
implement sector-led improvement in adult social care, in line with the Local Government 
Association’s publication ‘Sector-led improvement’. This board is a partnership chaired by 
the Association of Directors of Adult Social Care (ADASS) with senior representation from 
the Local Government Association (LGA), the Department of Health (DH), the Care Quality 
Commission (CQC), the Society of Local Government Chief Executives (SOLACE), the 
Think Local Act Personal partnership (TLAP) and the Social Care Institute for Excellence 
(SCIE). More information can be found at www.local.gov.uk/adult-social-care 
 
Information about progress with changes to adult social care services is vital to all who 
have an interest in the care and health of older people, younger adults with disabilities or 
mental health needs, and carers.  A number of ambitious reforms and changes are in 
progress to make support more personal to carers and people who use the services, and 
to improve their quality and outcomes.  
 
These challenges must be met whilst levels of need across the population are continuing 
to rise, and at a time when local councils are reducing their spending.  
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Since the publication of ‘Taking the Lead’, by the (then) Local Government Group, the 
previous “top down” model of performance assessment and change has given way to a 
process in which the organisations that commission and run the services work together to 
assess progress and drive forward improvements. Leaders across the sector agree that 
councils are responsible for their performance, and that the time and costs associated with  
performance data collection, inspection and monitoring must be proportionate to their 
value.   
 
The Coalition Government’s programme has already brought significant changes to the 
level and types of information that tell us about the quality and outcomes of adult social 
care services.  The Annual Performance Assessment of councils formerly carried out by 
the Care Quality Commission has ceased, and the information CQC maintains about local 
services has changed. The data used for national performance indicators has been 
reviewed and will  change for 2013/14: the Department of Health’s regional presence has 
also been reduced.   
 
During the period where these changes are being implemented and new processes 
established, there remains an important requirement for an assessment of the remaining 
evidence to identify progress with service outcomes, highlight successes and obstacles, 
and focus local action on priorities. 
  
This report aims to achieve that with evidence from regional intelligence contributed 
through Directors of Adult Services’ networks, use of the national performance data, 
surveys by the ADASS, and surveys of people who use the services.  
 
Next steps 
It is freely acknowledged that the level and range of information currently available about 
progress with social care improvement is limited, and for the most part focuses on services 
that are commissioned and provided by local councils.  TEASC has commisioned work to 
develop a more comprehensive range of knowledge and intelligence,  bringing together 
insight and information about the needs and services for the whole population, developing 
a new approach to performance measures, and making better use of existing information.   
 
Note on the statistics used in this document 
The report draws on survey data gathered by ADASS,  provisional performance and 
survey data supplied by councils to the Health and Social Care Information Centre 
(HSCIC) and information about service providers held by CQC. Data supplied by the 
HSCIC are in provisional form and may differ from those published by the Information 
Centre, as they are processed in different ways for different purposes. For example, where 
data have not been supplied by a council, the HSCIC produces an estimate which is not 
attributed to the council but is used to produce national totals. Such estimates have not 
been used in this document. The data used in this document are for management 
purposes and are not intended as a substitute for official statistics.   
 
At the time of publication corrections to the HSIC’s provisional data are in progress. If the 
HSCIC data are used in future reports, they will be updated with any corrections.   
 
Enquiries about the report should be sent to: mike.beazley@capp-ltd.co.uk 
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Context  
 
The Coalition Government’s reforms to adult social care during 2011/12 were described  in 
2010 in ‘A Vision for Adult Social Care: Capable Communities and Active Citizens’. The 
vision was based on the principle that:  
 
“those actively involved in care are the best people to decide how these services should 
change. We want people who receive care and those who provide it to work with councils, 
user-led organisations and voluntary bodies to deliver outcomes that are right for them”  
 
The vision also emphasised prevention and early intervention. “Prevention is the first 
step… a considerable proportion of care needs can be avoided or significantly reduced if 
we intervene earlier”.  
 
Community action was expected to play a wider role working alongside statutory services.  
“We need to inspire neighbourhoods to come together to look out for those who need 
support. In other words, we need a Big Society approach to social care – one that gives 
people the power to support each other and meet the challenges they face”. 
 
It was envisaged that councils would “play a vital role in leading change and stimulating 
action within their communities… promoting health and wellbeing will be enhanced by the 
new public health ….and by joint working with GP consortia on planning and 
commissioning services”. 
 
Three particular objectives derived from the vision were to:  

• break down barriers between health and social care funding to incentivise 
preventative action  

• extend the greater rollout of personal budgets to give people and their carers more 
control and purchasing power  

• use direct payments to carers and better community-based provision to improve 
access to respite care.  

 
A number of other objectives were also defined, including changes to the way that health 
and social care services collaborate, the need to focus resources on the front line, the 
development of a more diverse range of services, and the strengthening of adult 
safeguarding.  
 
For the future these broad objectives continue, but are expressed dfifferently and extended 
in the White Paper ‘Caring for our future’.  The two priorities are:  
 
“to promote people’s wellbeing and independence instead of waiting for people to reach a 
crisis point” and to “transform people’s experience of care and support, putting them in 
control and ensuring that services respond to what they want”.  
 
The objectives are further defined as outcomes for carers and people who use services.  
This report considers the key changes taking place in 2011/12 with the limited range of 
evidence now available from remaining statistical sources, the results of national surveys 
and intelligence from the networks built by ADASS.  
 
Finally, it should be remembered that the performance of adult social care services is 
strongly affected by the actions and priorities of partner agencies. In particular, changes 
made by NHS commissioners or operational changes in local hospital trusts can have a 
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significant and rapid impact on the resources needed from social care to meet needs.  
Examples include changes to joint commissioning funds, to hospital discharge procedures, 
or variation in Continuing Care.    
 
Other partner organisations are also making changes that reduce the resources available 
for social care for adults: including change to the Supported Living scheme, and the 
cessation of Supporting People funding: and to welfare benefit reforms, including the 
Independent Living Fund. All of these changes are impacting on the ability of social care to 
maintain some support arrangements 
 
This report considers the key changes taking place in 2011/12 with the limited  range of 
evidence now available from remaining statistical sources, the results of national surveys 
and intelligence from the networks built by ADASS.  
 



 

 14 

Access to adult social care services 
 
The assessment and monitoring of levels of access to services is important because it can 
help to identify risk to wellbeing where people do not have immediate family or friends to 
support them in carrying out the activities of daily living.  In the years before 2011/12, there 
was a reduction in the proportion of supported people going into care homes, and more 
emphasis on community based support to sustain independent living.   
 
Councils’ adult social care support is controlled by the application of eligibility rules that are 
determined by central government but are applied locally. Only a minority of local people 
who have social care needs are eligible for financial support, but the actual theshold is 
decided locally and varies from council to council.   
 
The majority of people who have care or support needs make their own arrangements and 
pay independently for any support they receive. Actual levels vary locally but no statistics 
are available to show the position in individual areas. They may be able to have an 
assessment and access information and advice from the local authority to help them plan 
and arrange support.  
 
The evidence used in this report on access comes from two sources: the councils’ 
statistical returns (RAP) and the ADASS survey of budgets and personalisation at March 
2012.  
 
Key findings 
 

• The total number of people receiving council-supported community-based 
services, residential or nursing care during the year reduced by 4 per cent8  
between 2010/11and 2011/12.  

• The number of people admitted to a permanent care home placement increased 
by 4.8 per cent9 between 2010/11 and 2011/12. The rate of people supported 
also rose by 3 per cent, suggesting that it is becoming more difficult to maintain 
levels of support for independent living, perhaps due to the number of people 
with more complex needs and higher costs.  

• The higher rate of recorded admissions is partly explained by a recording 
change due to the transfer of responsibilities from the NHS to councils in 
2011/12 for people with a learning disability who were formerly accommodated in 
NHS campus provision. If these transfers of responsibility are excluded, the rate 
of increased admissions is 2 per cent in 2011/12 and the number of people 
supported in residential and nursing care increases by 2.4 per cent. 

 
 
• The number of adults aged 18-64 receiving a council supported community 

service reduced by 4.8 per cent10 between 2010/11 and 2011/12. The number of 

                                            
8 RAP P1, Total number of adult clients (all ages) receiving services during the period (page 1; row 1, col 1). The Information Centre for 
Health and Social Care, 12 September 2012 
9 ASC-CAR S3, aged 18 and over, all client categories in LA residential care, independent residential care and nursing care (page 1; 
row 17, cols 1, 2 and 3). The Information Centre for Health and Social Care, 12 September 2012 
10 RAP P2f Clients receiving community based services during the year, aged 18 to 64 (page 1; row 11, cols 1). The Information Centre 
for Health and Social Care, 12 September 2012 
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people aged 65 and over receiving a council supported community service of 
any type reduced by 5.2 per cent11 between 2010/11 and 2011/12.  

• Personal budgets increased by 38 per cent: Direct Payments increased by 9 per 
cent12.  

• Fewer people now get home care support: but those who do receive a more 
intensive service.  The number of people supported by councils with home care 
reduced by a further 2.8 per cent13, between 2010/11 and 2011/12 but the 
number of people with 10 hours or more weekly increased by 5.7 per cent14, 
confirming further movement from low to high intensity support. 

• The overall number of carers supported by councils reduced by 6.9 per cent15 
between 2010/11 and 2011/12.  

• Specific services for carers reduced for people in most age bands except those 
under 1816.  

• Information and advice services reduced for people in all age groups.  
This may be partly explained by changes in recording. From January 2012, Blue 
Badge applications changed to a national model, and recorded contacts may 
have reduced in councils as a result.    

 
 
Evidence 
 
Overall access and balance of care 
 
The number of people reported to be receiving council supported services has reduced by 
4 per cent16 since 2010/11, with  4.3 per cent fewer people aged 18 to 64 and 3.9 per 
cent12 of those aged 65 and over receiving community based services.  
 
There are changes also to the balance of care, as between the proportion of people who 
are supported at home, and those who go into a care home. This is evidenced by a rise in 
admissions to care homes, halting the trend of previous years.  
 
It is important to remember that these data refer only to people who are financially 
supported by local councils – this is only a minority of the total number of people who use 
services. The numbers and proportions of people who are “self-funding” are not reported, 
and so the limited data available here do not accurately describe access to services for the 
whole population.   

                                            
11 RAP P2f Clients receiving community based services during the year, aged 18 to 64 (page 3: row 11, col 1), aged 65 and over (page 
3; row 11, col 1). The Information Centre for Health and Social Care, 12 September 2012 
12 ASCOF 1C(1) Proportion of people using social care who receive self-directed support  2011-12.  The Information Centre for Health 
and Social Care, 12 September 2012 
13 RAP H1 Clients on the books to receive homecare, on the last day of the period (row 5, col 1). The Information Centre for Health and 
Social Care, 12 September 2012 
14 RAP H1 Clients on the books to receive 10 hours or more homecare, on the last day of the period (row 4, col 1). The Information 
Centre for Health and Social Care, 12 September 2012 
15 RAP C2 Carers receiving respite or carer specific services as an outcome of an assessment or review ( row 5, col1). The Information 
Centre for Health and Social Care, 12 September 2012 
16 RAP P1, Total number of adult clients (all ages) receiving services during the period (page 1; row 1, col 1). The Information Centre for 
Health and Social Care, 12 September 2012 
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  2010/11 2011/12 % Change 
Total number of people receiving services during the year 1,525,732  1,464,196  -4.0 

of which:    
Aged 18 to 64 495,643  474,293  -4.3  

Community Services 454,102  432,331  -4.8  
Residential Care 44,931  46,072  2.5  
Nursing Care 7,836  7,913  1.0  

Aged 65 and over 1,030,089  989,903  -3.9  
Community Services 845,068  801,510  -5.2  
Residential Care 160,378  166,407 3.8  
Nursing Care 76,824  78,285  1.9  

Source: RAP P1 Total number of adult clients (all ages) receiving services during the period. The Information 
Centre for Health and Social Care, 12 September 2012 

 
The data show that a higher proportion of people living in the North East and North West 
receive council funded support, with East Midlands and London providing lower rates of 
support. The number of people receiving council supported services during 2011/12 
reduced in most regions with the exception of East Midlands where  the number supported 
increased by 12 per cent17: This was still below the average for all regions. In the South 
West, the level rose slightly.   
 

 
Source: RAP P1 Total number of adult clients (all ages) receiving services during the period. The Information 
Centre for Health and Social Care, 12 September 2012 

                                            
17 RAP P1 Total number of adult clients (all ages) receiving services during the period. The Information Centre for Health and Social 
Care, 12 September 2012 
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Admissions to care homes  
 
The percentage of all council supported people who are admitted by councils who are in 
residential and nursing care increased from 4.2 per cent to 4.6 per cent18 during 2011/12; 
this contrasts with the trend  of support in previous years.  Further decline in local 
authorities’ directly provided care home places means that private sector placements now 
account for around 96 per cent19 of council supported placements.   
 

  2010/11 2011/12 % Change 
Total number of people supported in residential and nursing 
care during the year 63,977  67,071  4.8  

of which:    
LA Residential Care 3,420  2,926  -14.4  
Independent Residential Care 40,311  43,032  6.8  
Nursing Care 20,246  21,113  4.3  

Source: ASC-CAR S3 Number of LA supported permanent admissions to residential and nursing care during 
the period. The Information Centre for Health and Social Care, 12 September 2012 

 
Six regions reported an increase in the number of people supported in residential and 
nursing care since 2010/11, with North West, Eastern and London regions with small 
decreases.  Although transfers under Valuing People Now account for some of this 
increase, only the South East shows a subsequent reduction when Valuing People Now 
transfers are excluded. 
 

 
Source: RAP P1 Number of people in residential or nursing care during the year; ASC-CAR S3 number of 
Valuing People Now Transfers during 2012. The Information Centre for Health and Social Care, 12 September 
2012 

  

                                            
18 ASC-CAR S3 Number of LA supported permanent admissions to residential and nursing care during the period. The Information Centre for Health and Social Care, 12 September 

2012 
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Most regions reported an increase in the number of people admitted to residential or 
nursing care during 2011/12, with the exception of Yorkshire and Humber.  If transfers 
under Valuing People Now are excluded from these figures, then the North East, South 
West and London also show a reduction in the rate of admissions.  
 

 
Source: ASC-CAR S3 number of admissions to residential and nursing care during the year, including Valuing 
People Now Transfers during 2012. The Information Centre for Health and Social Care, 12 September 2012 

 
Community based services for adults 18-64yrs 
 
The number of adults aged 18-64 years receiving a community based service from 
councils fell during the year by 21,771 to a total of 432,33119 service users.  Further rapid 
changes have taken place within the range of community services.   
 
The use of Direct Payments increased by almost 11 per cent, and this may partly explain a 
decline in the use of home care services.  A total of 77,912 people were supported by 
direct payments in 2011/12, representing an increase of 7,505 new cases. The table below 
shows further decline in  day care services, meals at home, and in the use of equipment 
and adaptations. Here again, reductions may be partly explained by the extended use of 
direct payments, where  service users choose different kinds of support rather than council 
provided / arranged services.    
  

                                            
19 RAP P2f Clients receiving community based services during the year, aged 18 to 64 (pages 1 and 2, row 11). The Information Centre 
for Health and Social Care, 12 September 2012 
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Number of people aged 18 to 64 receiving community based services from councils during the year 
  2010/11 2011/12 % Change 
People receiving community based services 454,102  432,331  -4.8  

of which:    
Home Care 103,024  102,237  -0.8  
Day Care 81,258  76,799  -5.5  
Meals 5,431  3,996 -26.4  
Short Term Residential Care 13,757  13,220  -3.9  
Direct Payments 70,407  77,912  10.7  
Professional Support 193,197  163,610  -15.3  
Equipment 104,794  100,125  -4.5  
Other Services 44,477  43,058  -3.2  

Source: RAP P2f Clients receiving community based services during the year, aged 18 to 64 (pages 1 and 2, 
row 11). The Information Centre for Health and Social Care, 12 September 2012 

 
Regional variations in the number of adults 18-64 years supported per 100,000 population 
show that those living in the North East, North West and South West  are more likely to 
receive community based support than elsewhere.  East Midlands provided the lowest 
level of community based services to people in this age group, although an increase in the 
number of people supported since 2010/11 can be seen. The South West is the only other 
region where there was an increase in the number of people aged 18 to 64 supported by 
community based services. Regional variations can be explained partly by differences in 
the ability of people to pay for their own support.  
 

 
Source: RAP P2f Clients receiving community based services during the year, aged 18 to 64 (pages 1, row 11, 
col 1). The Information Centre for Health and Social Care, 12 September 2012 
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The percentage of people who need continuing support from adult social care community 
based services is estimated to be around 75 per cent20. Although this level has remained 
static, reductions were reported in most services with the exception of professional support 
and ‘other services’.  
 

Percentage of people who received services during the year, in receipt of services at 31 March, aged 
18 to 64 
 2011 2012 Change 
People receiving community based services  75.0  75.4  0.4  

of which:    
Home Care 73.9  72.3  -1.6  
Day Care 85.8  83.3  -2.5  
Meals 60.6  59.0  -1.6  
Short Term Residential Care 43.1  39.0  -4.1  
Direct Payments 82.0  83.5  1.5  
Professional Support 70.2  72.3  2.2  
Equipment 56.0  54.6  -1.4  
Other Services 77.1  79.4  2.3  

Source: RAP P2f Clients receiving community based services during the year, aged 18 to 64 (pages 1 and 2, 
row 11). RAP P2s clients receiving community based services at 31 March, aged 18 to 64 (pages 1 and 2, row 
11). The Information Centre for Health and Social Care, 12 September 2012 

 
Community based services – adults aged 65 and over  
 
Similar changes have taken place to the support used by older people. The table shows 
the highest reductions in professional support, meals services, day care. An estimated 
43,55821 fewer older people were supported in 2011/12 than in the previous year. The 
reductions in some of these services are only partly explained by the increased use of self 
directed support, with an additional 10,64819 older people receiving direct payment during 
the year. This amounted to a total of 60,663 at the end of the year.  
 

Number of people aged 65 and over receiving community based services during the year 
  2010-11 2011-12 % Change 
People in receipt of community based services 845,068  801,510 -5.2 

of which:    
Home Care 422,963  414,577 -2.0 
Day Care 92,478  82,283 -11.0 
Meals 74,397  55,981 -24.8 
Short Term Residential Care 55,345  56,471 2.0 
Direct Payments 50,015  60,663 21.3 
Professional Support 156,141  100,996 -35.3 
Equipment 341,826  329,211 -3.7 
Other Services 65,458  59,858 -8.6 

Source: RAP P2f Clients receiving community based services during the year, aged 65 and over (pages 3 and 
4, row 11). The Information Centre for Health and Social Care, 12 September 2012 

                                            
20 Proxy measure based on percentage of clients receiving a service during the year (RAP P2f) that are still receiving services on 31 
March (RAP P2s).  
21 RAP P2f Clients receiving community based services during the year, aged 65 and over (pages 3 and 4, row 11). The Information 
Centre for Health and Social Care, 12 September 2012 
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People aged 65 and over living in the North East, North West or London are more likely to 
receive council funded community based services. Regional variations can be partly 
explained by differences in the ability of people to pay for their own support. All regions 
except East Midlands show a reduction in the number of people aged 65 and over 
receiving these services. Data on the level of people who fund their own services are not 
available. 
 

 
Source: RAP P2f Clients receiving community based services during the year, aged 65 and over (pages 3 and 
4, row 11). The Information Centre for Health and Social Care, 12 September 2012 

 
The percentage of people aged 65 and over who receive community based services and 
need ongoing support is estimated to be 60 per cent22, and this has reduced since March 
2011.  The percentage of people receiving services at 31 March 2012 shows a reduction 
for most services with the exception of direct payments and professional support.   

Percentage of people who received services during the year, who were still receiving services at 31 
March, aged 65 and over 
 2011 2012 Change 
People in receipt of community based services  61.2 60.0  -1.3  

of which:    
Home Care 55.8 53.9  -1.9  
Day Care 67.5 64.2  -3.3  
Meals 59.4 55.1  -4.3  
Short Term Residential Care 19.2 18.1  -1.0  
Direct Payments 66.0 68.8  2.8  
Professional Support 46.8 56.5  9.7  
Equipment 52.3 50.0  -2.3  
Other Services 64.5 64.4  -0.0  

Source: RAP P2f Clients receiving community based services during the year, aged 18 to 64 (pages 1 and 2, row 11). RAP 
P2s clients receiving community based services at 31 March, aged 18 to 64 (pages 1 and 2, row 11). The Information Centre 
for Health and Social Care, 12 September 2012 

                                            
22 Proxy measure based on percentage of clients receiving a community based service during the year (RAP P2f) that are still receiving 
community based services on 31 March (RAP P2s). 
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Carers’ services  
 
Reported levels of services for carers appear to have declined rapidly, with 4.6 per cent23 
fewer people receiving carer specific services or information and advice during 2011/12. 
This may be partly explained by the smaller number of people who now receive a service.  
 

Carers specific services received during the year 
 2011 2012 % Change 
Number of Carers receiving carer specific services: 188,171  175,211  -6.9  

aged under 18 1,333  1,487  11.6  
aged 18 to 64 99,733  94,290  -5.5  
aged 65 to 74 35,978  34,453  -4.2  
aged 75 and over 51,127  44,979  -12.0  

Number of Carers receiving information and advice: 191,405  186,806  -2.4  
aged under 18 1,112  721  -35.2  
aged 18 to 64 104,987  103,099  -1.8  
aged 65 to 74 35,352  35,554  0.6  
aged 75 and over 49,954  47,432  -5.0  

Number of carers receiving carer specific services or 
information and advice: 379,576  362,015  -4.6  

aged under 18 2,445  2,208  -9.7  
aged 18 to 64 204,720  197,389  -3.6  
aged 65 to 74 71,330  70,007  -1.9  
aged 75 and over 101,081  92,411  -8.6  

Source: RAP C2 Carers receiving respite or carer specific services as an outcome of an assessment or review . 
The Information Centre for Health and Social Care, 12 September 2012 

 
Regional variations in the levels of support that carers receive from councils show that 
those in the North East, North West and Yorkshire and Humber are more likely to receive 
a council funded carer specific service, and least likely in the East Midlands.  Reductions 
in council funded carers specific services were reported in most regions with the West 
Midlands showing the largest decrease.  However, increases in the level of carer specific 
services were reported in the North East, Yorkshire and Humber and East Midlands24. 
Data for self funders are not available.  

                                            
23 RAP C2 Carers receiving respite or carer specific services as an outcome of an assessment or review (page1, row 5, col 1 and 2). 
The Information Centre for Health and Social Care, September 2012 
24 Carers services reported in RAP C2 do not include grant funded services provided through voluntary organisations, funded by 
councils to help carers. 
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Source: RAP C2 Carers receiving respite or carer specific services as an outcome of an assessment or review . 
The Information Centre for Health and Social Care, 12 September 2012 

 
Understanding the findings 
 

There is no clear single explanation for the continuing reduction in the number of people 
who receive a social care service supported by councils. A number of factors are probably 
involved both at national and regional levels:  

• Spending on adult social care has reduced overall: councils are all at different 
stages in implementing efficiency savings.  Six councils have also raised their 
eligibility criteria, but this is unlikely to account for any significant overall reduction in 
the number of people accessing council funded services.    

• Better prevention and earlier intervention mean that more people are able to benefit 
from skilled help when they are unable to cope at home, or are home from hospital.  
More people are able to manage independently after a short period of intensive 
support and avoid or delay the need for longer term services.    

• A higher proportion of resources are focused on fewer people, probably those who 
have more complex needs (eg home care allocation has been further “intensified” 
across the population).   

• Charges have been increased in some areas and this may have the effect of 
reducing demand. 

• Growth in the number of self-funding people whose capital has run out and for 
whom councils have taken on financial responsibility.  

• More people who are simply seeking advice or information, or who are looking for 
items of home equipment, or a blue badge, have their needs met straight away, 
without a social care assessment, and may not be counted in the statistics.  
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• Councils may have re-directed more people, including carers, to voluntary 
organisations for support and services if they have less urgent or only “moderate”   
needs.  

Changes to the balance of care, as between the proportions of people who are supported 
at home or who go into care homes, may be explained by a number of factors, including: 

• the one-off transfer of funding and support responsibilities for people with learning 
disabilities on NHS campus provision, from the NHS to councils 

• local demographic “spikes” where there is an increase in the number of people 
whose needs are too complex or difficult to sustain affordable care at home. 

It is noted that wide local variations continue to exist in the numbers and rates of people 
who receive NHS funding for Continuing Health Care (CHC).25 These tables show 
considerable growth in rates of CHC since 2009 in all but 3 SHA areas, but it is not clear 
how far funding has kept pace with need or demand in the population.     
Finally, there have been further changes to the way that statistics are defined, locally and 
nationally, and variations on the way data are extracted from databases at local level.  
These have introduced yet more uncertainty in understanding what is happening at all 
levels.  

 

                                            
25 Department of Health (updated 2012):  Table of NHS Continuing Care figures by SHA and PCT. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103162 
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Enhancing the quality of life  
 
This aspect of the performance of services is important because it is a key objective and 
desired outcome that support and care should make a positive difference to the quality of 
life.  Focusing on this outcome helps commissioners and providers to deliver on 
essentials, and to reduce less relevant information associated with service processes, 
outputs and costs.  
 
In defining quality of life, the Government has particular interests in the extent to which 
people who use services and carers have control of their services and the budgets that 
pay for them, through self directed support. Other aspects of the quality of life include 
employment and accommodation.    
 
The evidence for this aspect of performance comes from two sources: the ASCOF 
performance indicators, specifically  the  drawn from councils’ statistical returns and the 
ADASS survey of budgets and personalisation at March 2012.  
 
Key Findings 
 

• The number of people using self-directed support increased by 38 per cent26 
but of these, the percentage receiving direct payments only increased by 9 
per cent.  

• Overall, fewer people were supported by councils at home: home care 
services commissioned by councils have been used more intensively, 
continuing recent trends: fewer people now get more intensive support. 

• People who use services in the North East reported higher enhancement of 
the quality of life than elsewhere. A lower level of quality of life was reported 
by people in London. 

• The number of people with learning disabilities having their own 
accommodation or with their families increased by 18.5 per cent27. In 
contrast, the proportion of adults in contact with secondary mental health 
services who live in their own home decreased by 13.5 per cent.28  

• Perceptions of feeling safe, having a clean and comfortable home were 
reported more often than having control over daily life and spending time 
doing things that are valued or enjoyed.  

• The recorded rate of employment of working age people with learning 
disabilities remains low in relation to the population as a whole and has 
changed little over time. In mental health services, the number of people in 
paid work has fallen.  

 

                                            
26 ASCOF 1C(1) Proportion of people using social care who receive self-directed support  2011-12.; ASCOF 1C(2) Proportion of people 
using social care who receive direct payments 2011/12.   The Information Centre for Health and Social Care, 12 September 2012 
27 ASCOF 1G Proportion of adults with learning disabilities who live in their own home or with their family 2011/12. The Information 
Centre for Health and Social Care, 12 September 2012 
28 ASCOF 1H Proportion of adults in contact with secondary mental health services in their own home 2011/12. The Information Centre 
for Health and Social Care, 12 September 2012 
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Evidence  
 
Social care related quality of life 
 
The limited evidence available is an indicator of the extent to which ‘People manage their 
own support as much as they wish, so that they are in control of what, how and when 
support is delivered to match their needs’. The indicator represents an average quality of 
life score for a person based on responses to survey questionnaires, covering eight 
domains: control, dignity, personal care, food and nutrition, safety, occupation, social 
participation and accommodation. The data used in this indicator are not quite comparable 
for previous years, so changes over time cannot be reliably assessed.  
 
The first chart shows some variations across the regions and types of council. People in 
Inner London reported lower levels of quality of life, those in the north east the highest.  
Some differences may be explained by differences in levels of expectation and other 
cultural norms. Alternatively, the wide range of responses may suggest the need for more 
rigourous and consistent commissioning across England, and firmer regulation of quality 
standards.   
 

 
Source: ASCOF 1A Social care-related quality of life, 2011-12.   The Information Centre for Health and Social 
Care, 12 September 2012 

 
The indicator becomes more interesting when its component parts are compared. The 
table below shows wider variation in responses on particular issues. Whereas a very high 
percentage of respondents say that social care “helps keep their home clean and 
comfortable”, far fewer still feel they have “control over their daily life”, or have “as much 
social contact” as they want. Unfortunately, only about two thirds of older people feel they 
are able to spend time doing things they value or enjoy.  
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  TOTAL Male Female 
Aged 

18 – 64 
Aged 
65 + 

1A Social care-related quality of life 18.7  18.8  18.7  18.7  18.7  
Q3a Percentage of people with control over 
their daily life 75.1  75.9  74.7  77.2  74.0  

Q4a Percentage of people who are happy 
with their appearance 94.6  94.1  94.8  92.2  95.8  

Q5a Percentage of people who feel they 
food and drink when they want 94.6  94.7  94.5  92.7  95.6  

Q6a Percentage of people who feel their 
home is clean and comfortable 95.3  95.4  95.2  92.6  96.7  

Q7a Percentage of people who feel safe 93.0  93.1  93.0  90.0 94.7  
Q8a Percentage of people who have as 
much social contact as they want 76.8  76.7  76.9  72.7  79.0  

Q9a Percentage of people who feel they are 
able to spend time doing things they value or 
enjoy 

65.0  66.9  63.8  68.0  63.3  

Q11 Percentage of people who feel the way 
they are helped and treated makes them 
think and feel better about themselves  

90.7  90.9  90.5  89.2  91.4  

Source: Adult Social Care Survey 2012.  The Information Centre for Health and Social Care, 12 September 2012 
 
This picture may challenge some traditional priorities in the services – for example keeping 
people and homes clean – and help re-focus some attention on preventing loneliness and 
reducing boredom, especially for older people. 
 
Maintaining Independent living   
 
The main support for independent living is still the home care service. Data on use of the 
services commissioned by councils show a further intensification of the ways this service is 
used. More resources are being used to support fewer people, probably reflecting both the 
increased use of reablement, and more focus on people with more complex needs. In 
some instances, the data may include more short term, intensive enablement support to 
reduce or delay the longer term need, and involve many hours for fewer people, where 
reablement was provided as part of a care plan. Other factors include changes over 
several years that have excluded more people from publicly funded support by the 
application of higher eligibility criteria.   
 

 2011 2012 % Change 
Total number of people receiving home care on 31 March 303,123  294,512 -2.8  

of which:    
Number of people receiving less than 2 hours home 
care 41,694  35,948  -13.8  

Number of people receiving between 2 and 5 hours 
home care 64,747  57,494  -11.2  

Number of people receiving between 5 and 10 hours 
home care 82,547  80,408 -2.6  

Number of people receiving more than 10 hours home 
care 114,135  120,662  5.7  

Percentage of People receiving:    
less than 2 hours home care 13.8  12.2   
between 2 and 5 hours home care 21.4  19.5   
between 5 and 10 hours home care 27.2  27.3   
more than 10 hours home care 37.7  41.0   

Source: RAP Clients on the books to receive homecare, on the last day of the period. The Information Centre for Health and 
Social Care, 12 September 2012 
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Some of the apparent service reductions may be offset by the growth of direct payments, 
where more people are able to exercise personal choice and buy their services directly 
from the market. Current statistics do not track the services purchased by individuals using 
this scheme.   
 
Control 
 
Personal Budgets  
 
The number of people using self directed support during 2011/12 was 605,73929, an 
increase of 38 per cent since 2010/11; and 192,33430 people received a direct payment, 
an increase of 9 per cent on 2010/11. 
 
Around 43 per cent of people using social care now receive self directed support. 
 

 
Source: ASCOF 1C(1) Proportion of people using social care who receive self-directed support.  The 
Information Centre for Health and Social Care, 12 September 2012 

 
All regions demonstrated substantial growth: however West Midlands and South West 
showed lower levels of people using self directed support. People receiving direct 
payments increased at a slower rate, with just over 13 per cent of people receiving direct 
payments in 2011/12, with people in London and East Midlands more likely to receive a 
direct payment.  

 
 

                                            
29 RAP SD1: aged 18 and over, all client categories (row 10; col 5) plus SD3: all ages, carers (row 6, col 5). The Information Centre for 
Health and Social Care, 12 September 2012  
30 RAP SD1: aged 18 and over, all client categories (row 10; cols 1, 2 and 4) plus SD3: all ages, carers (row 6, cols 1, 2 and 4). The 
Information Centre for Health and Social Care, 12 September 2012 
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Proportion of people using social care who receive self-directed support or direct payments 
 1C(1) Self Directed Support 1C(2) Direct Payments 
  2010-11 2011-12 2010-11 2011-12 
ENGLAND 29.45 42.99 12.73 13.69 
Types of council:     

Shire Counties 27.68 42.59 12.42 13.16 
Unitary Authorities 28.38 38.17 12.10 12.71 
Metropolitan Districts 33.51 46.68 12.63 13.77 
Inner London 30.88 46.73 16.92 17.79 
Outer London 28.87 47.38 14.07 17.02 

 
 1C(1) Self Directed Support 1C(2) Direct Payments 
  2010/11 2011/12 2010/11 2011/12 
Region:     

North East 31.12 43.64 10.03 11.04 
North West 35.00 47.19 12.27 13.12 
Yorkshire and the Humber 32.94 46.97 11.74 12.66 
East Midlands 29.49 45.86 20.36 18.20 
West Midlands 27.92 36.38 12.40 13.99 
South West 19.27 31.50 9.91 9.94 
Eastern 35.22 47.88 14.38 15.78 
London 29.58 47.15 15.07 17.31 
South East 24.70 40.26 11.04 12.15 

Source: ASCOF 1C(1) Proportion of people using social care who receive self-directed support and 1C(2) 
Proportion of people using social care who receive direct payments. The Information Centre for Health and 
Social Care, 12 September 2012 

 
Looking across different types of council, unitary councils fared least well in implementing 
self-directed support, whilst South West had the lowest level of direct payments.  The 
reasons for this are not evidenced, but are not thought to be policy-related.   
 
The ADASSS Personalisation Survey concludes that 432,34931 people, including carers, 
were supported by personal budgets at March 2012, an increase of 38.2 per cent since 31 
March 2011.  In total, 52.8 per cent of people eligible for personal budgets were using 
them to arrange their support at March 201232. In contrast, the number of people with 
Direct Payments, expressed as a percentage of all people who use councils’ adult social 
care, increased only from 11.8 per cent to 13.7 per cent  in 2011/12. The number of people 
whose services were “arranged” within personal budgets grew by 57 per cent from 
262,597 to 413,39533, suggesting that “arranged” accounts are the main vehicle to 
increase the rate of implementation.  
  

                                            
31 ADASS Personalisation Survey 2012 (131 responses) 
32 The DH and ADASS are working to agree a single definition. For 2011/12 the definitions used within the ADASS Personalisation 
Survey differed from that used within ASCOF 1C(1) - Proportion of people using social care who receive self-directed support.  The 
ADASS definition aimed to measure the number of those requiring on-going support receiving a personal budget, and therefore 
excluded short term or one-off support.  The numerator included all people with a personal budget during the year, minus those with a 
one-off payment; while the denominator focussed on people receiving social care services at 31 March.  The ASCOF indicator included 
all people in receipt of personal budgets and social care services during the year. 
33 RAP SD1: aged 18 and over, all client categories (row 10; col 3) plus SD3: all ages, carers (row 6, col 3). The Information Centre for 
Health and Social Care, 12 September 2012 
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There were variations in achievement and rates of growth for self directed support across 
groups with different types of need. The highest levels of use are now for people with 
learning disabilities and carers, whereas use by people using mental health services 
remains low. The fastest growth was for older people and those with a learning disability.  
 

Proportion of people who receive self directed support or direct paments during the year 
 2010/11 2011/12 Change 
1C(1) Proportion of people using social care who receive self-
directed support 29.4  43.0  13.5 

of which:    
Adults aged 18 to 64 with a Physical Disability 35.4  47.9  12.5 
Adults aged 18 to 64 with a Mental Health problem 9.2  14.0  4.8 
Adults aged 18 to 64 with a Learning Disability 41.1  58.8  17.7 
Adults aged 18 to 64 26.9  37.9  11.0 
Adults aged 65 and over 29.1  45.4  16.3 
CARERS aged under 65 42.0  48.5  6.5 
CARERS aged 65 to 74 36.3  43.1  6.8 
CARERS aged 75 and over 28.3  38.1  9.8 
CARERS all ages 37.2  44.8  7.6 

1C(2) Proportion of people using social care who receive direct 
payments 12.7  13.7  1.0 

of which:    
Adults aged 18 to 64 with a Physical Disability 20.7  23.7  3.0 
Adults aged 18 to 64 with a Mental Health problem 5.8  6.5  0.7 
Adults aged 18 to 64 with a Learning Disability 22.0  25.1  3.1 
Adults aged 18 to 64 15.3  17.6  2.3 
Adults aged 65 and over 5.8  7.0  1.1 
CARERS aged under 65 35.5  40.5  5.0 
CARERS aged 65 to 74 28.1  32.4  4.3 
CARERS aged 75 and over 20.6  24.5  3.9 
CARERS all ages 30.0  34.8  4.8 

Source: ASCOF 1C(1) Proportion of people using social care who receive self-directed support and 1C(2) 
Proportion of people using social care who receive direct payments. The Information Centre for Health and 
Social Care, 12 September 2012 

 
The ADASS Budget Survey estimated that during 2011/12, councils allocated £2.597 
billion through personal budgets, an increase of 57 per cent since 2010/11. Councils 
provided just under a third of all personal budgets expenditure through direct payments. 
The number of people receiving high value personal budgets increased, with a 45 per cent 
increase in personal budgets over £10,000, and a 17 per cent increase in personal 
budgets over £5,000. However, the number of people with low value personal budgets less 
than £1,000, reduced by 10.7 per cent.   
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Employment  
 
The continuing high level of unemployment amongst people with a learning disability is the 
key finding from the limited evidence available. Data definitions changed in 2011/12, 
making it difficult for direct comparison: but around 93 per cent34 of people are without paid 
work, and this has changed little over recent years. The number of people with learning 
disabilities who are “on the books” has increased so it is unlikely that more people are 
finding jobs and no longer in need of social care support.  
 
Note that the statistics only record employment of people whose support is “care 
managed” and who will usually have substantial or critical levels of need. They do not 
record the success of other agencies who may be working with people who have lower 
levels of need.  
 
There are wide differences across the regions in the extent to which councils have been 
able to help people with learning disabilities to secure paid employment. Those in London 
or South East regions are more likely to be in paid employment, with around one in ten 
people with learning disability in paid employment. This may reflect the wider economic 
situation, although the data for people using mental health services are not consistent with 
this.  
 
Since 2010/11 there has been a slight increase in the number and proportion of people 
with learning disabilities with a paid job, which may be due to the changes in definition.  
Women with a learning disability are less likely to be in paid employment. 
 

 
Source: ASCOF 1E Proportion of adults with learning disabilities in paid employment.  The Information Centre 
for Health and Social Care, 12 September 2012 

 

                                            
34 ASCOF 1E Proportion of adults with learning disabilities in paid employment 2011/12. The Information Centre for Health and Social 
Care, 12 September 2012  
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The number of people receiving secondary mental health services increased by 4,877 to 
12,38235. The proportion of people who use mental health services in paid employment 
has fallen to 8 per cent since 2010/11.  Although data definitions between the two years 
make direct comparison difficult, this reduction is the opposite of any expected effects of 
the change in definition.   Women are a little more likely to be in paid employment.  
 

Proportion of people in paid employment 
 2010/11 2011/12 Change 
1E Proportion of adults with learning disabilities in paid 
employment 6.6  7.1  0.5  

of which:    
Male  7.9   
Female  6.1   

1F Proportion of adults in contact with secondary mental health 
services in paid employment 9.5  8.0  -1.5  

of which:    
Male  7.0   
Female  9.0   

Source: ASCOF 1E Proportion of adults with learning disabilities in paid employment and 1F Proportion of 
adults in contact with secondary mental health services in paid employment. The Information Centre for Health 
and Social Care, 12 September 2012 

 
Rates of employment for people who use secondary mental health services are low in 
comparison with the general population and all regions except East Midlands show job 
losses over the previous year.  Those living in East Midlands, West Midlands and North 
West are more likely to be in paid employment.  
 

 
Source: ASCOF 1F Proportion of adults in contact with secondary mental health services in paid employment. 
The Information Centre for Health and Social Care, 12 September 2012 

                                            
35 ASCOF 1F Proportion of adults in contact with secondary mental health services in paid employment 2011/12.  The Information 
Centre for Health and Social Care, 12 September 2012 
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Accommodation 
 
The proportion of adults with learning disabilities who live in their own home or with their 
family increased considerably, perhaps reflecting programmes to resettle people from care 
homes or from NHS campus facilities to more suitable housing.   
 

Proportion of people who live in their own home or with family 
 2010/11 2011/12 Change 
1G Proportion of adults with learning disabilities who live in their 
own home or with family 59.0  69.9  18.5  

of which:    
Male  69.5   
Female  70.6   

Source: ASCOF 1G Proportion of adults with learning disabilities who live in their own home or with their family. 
The Information Centre for Health and Social Care, 12 September 2012 

 
There are considerable variations across the country, though progress was demonstrated 
everywhere. Data definitions changed in 2011/12, making it difficult for direct comparison 
and will be a contributing factor of the increase since 2010/11. 
 
People in the north of the country are more likely to live in their own homes, with the 
highest levels in the North East where 77.8 per cent are in their own home or with their 
family: the lowest in the West Midlands, with less than 65 per cent in the own homes. 
People with a learning disability are most likely to live in their own home or with family if 
they are within a metropolitan district with 75.3 per cent in their own homes; in contrast, 
Outer London councils have around 64 per cent of people with a learning disability in their 
own home or family.  
 

 
Source: ASCOF 1G Proportion of adults with learning disabilities who live in their own home or with their family. 
The Information Centre for Health and Social Care, 12 September 2012 
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The number of people using mental health services that live in their own accommodation 
reduced from 138,695 to 122,74836 and the proportion of service users who do so reduced 
to 57.8 per cent.  The cohort is now larger but a smaller proportion live independently. It is 
not known whether service users are presenting with more complex needs.  
 
Although data definitions between the two years make direct comparison difficult, the 
reduction observed is the opposite of any effect expected from  the definition change, (ie 
most likely to underestimate the reduction).   
 

Proportion of people who live in their own home  
 2010/11 2011/12 Change 
1H Proportion of adults in contact with secondary mental health 
services who live in their own home 66.8  57.8  -13.5  

of which:    
Male  57.0   
Female  58.7   

Source: ASCOF 1H Proportion of adults in contact with secondary mental health services in their own home. 
The Information Centre for Health and Social Care, 12 September 2012 

 
Looking across the regions, only London and the Yorkshire and Humber regions achieved 
gains: elsewhere, progress faltered, with the largest reduction in the East Midlands.  
 

 
Source: ASCOF 1H Proportion of adults in contact with secondary mental health services in their own home. 
The Information Centre for Health and Social Care, 12 September 2012 

                                            
36 ASCOF 1F Proportion of adults in contact with secondary mental health services in paid employment 2011/12. The Information Centre 
for Health and Social Care, 12 September 2012 



 

 35 

Quality of services  
 
Information about service quality is not a direct indicator of the quality of life or outcomes, 
but can provide valuable information about risks, and highlight environments or standards 
of practice that are likely to influence the quality of life.  
 
CQC’s first Market Report (Issue 1, June 2012) gives an outline idea of the extent to which 
registered social care services meet “essential standards”. It should be noted that less 
than half of the service locations have actually been inspected by CQC. Quality 
information about the remainder is not presented and information published elsewhere 
may include self-reported information and local intelligence.  
 
The diagram below gives an overview of the extent to which inspected  services met 
essential standards at March 2012.  
 

 
 
In reviewing the results, CQC highlighted the following points:  
 

In residential homes,  CQC found the “poorest performance” (below 90 per cent 
compliance) was in the standards relating to care and welfare of people; 
cleanliness; management of medicines; premises; monitoring the quality of care; 
and record keeping.  The best performance found was against standards for how 
they cooperate with other providers and how they handle complaints. 
In nursing homes CQC found the “poorest performance” (below 90 per cent 
compliance) was in the standards relating to the care and welfare of people; 
cleanliness; management of medicines; premises; staffing and supporting staff; 
monitoring the quality of service provision; and record keeping. The best standards 
were for those dealing with how they cooperate with other providers and how they 
handle complaints. 
In domiciliary care services, CQC found there were four areas of non-compliance 
that were below 90 per cent: care and welfare of people; management of 
medicines; supporting staff; and record keeping (see table 7). The best 
performance was in meeting people’s nutritional needs, cooperating with other 
providers, and the safety of premises and equipment. 
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The poorest performance found in all three care settings – care and welfare of people – is 
clearly of critical importance to the quality of life of people who use services, and so of real 
importance also to councils,  who purchase many of the services. Understanding the 
findings 
 

The evident strength of North East services in enhancing the quality of life merits closer 
understanding of the factors involved. Equally, the lower level of quality of life reported by 
people in London suggests that more investigation is needed there. Differences may be 
partly explained by regional differences in expectations.   
The recorded rate of employment of people with a learning disability remains low relative 
to the general population. But it should be remembered that the only available indicator 
focuses on people being supported by adult social care: additional work may be done 
locally to provide support to those not receiving adult social care services.37  
The apparent growth in the rate of independent living for people with learning disabilities 
may reflect councils’ efforts to replace high cost residential care placements with other 
accommodation and support. 
The quality of life sub-indicators suggest that a continued focus on improving “control over 
daily life” and valued activity is needed.  

                                            
37 ASCOF 1E records the employment status of people who are financially support by adult social care.  This measure excludes people 
who the council refers to employment support services,  (even if they help fund this) or who do not otherwise need social care.  
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Prevention: delaying and reducing the need for care and support 
 
Prevention has become a priority for local partnerships of social care and health and 
action to improve this may include both primary and secondary measures.  The aspects of 
prevention that are most capable of measured evidence are those associated with 
maintaining and/or restoring capacity for independent living, (secondary prevention): and 
so reducing the demand for ongoing support.   
 
The wider changes that the Government seeks by “empowering individuals and unlocking 
the power and creativity of neighbourhoods to deliver the Big Society” are beyond the 
scope of this report.  
 
Key findings 
 

• The rate of permanent council-funded admissions to care homes for adults of all 
ages has begun to rise, reversing the trend of previous years.   

• Limited evidence available from the single indicator available that relates to re-
ablement suggests that the number of people who are still at home 90 days after 
hospital discharge has remained the same.  

• Overall, the number of delayed transfers from hospitals has reduced by 7 per cent 
since 2010/11, and those attributable to social care reduced at an even faster rate, 
by 9 per cent. 

 
Evidence 
 
Care home admissions   
 
The rate of admissions to care homes overall has begun to rise, reversing the trend of 
previous years.   
 

Admission to care homes during the year 
 2010/11 2011/12 Change 
2A(1) Permanent admissions of younger adults (aged 18 to 64) 
to residential and nursing care homes, per 100,000 population 15.0  19.4 4.4 

2A(2) Permanent admissions of older adults (aged 65 and over) 
to residential and nursing care homes, per 100,000 population 686.6  705.9  19.3 

Source: ASCOF 2A(1) Permanent admissions of younger adults (aged 18 to 64) to residential and nursing care 
homes, per 100,000 population and 2A(2) Permanent admissions of older people (aged 65 and over) to 
residential and nursing care homes, per 100,000 population. The Information Centre for Health and Social Care, 
12 September 2012 

 
For older people increases in admissions can be seen in most regions, except in the North 
East, where the overall rate of admissions was already the highest in England; and in 
London which continues to place the lowest number of older people into residential and 
nursing care. Councils in the North East place more than 340 people per 100,000 
population more than in London, where the rate is lowest.  
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Source: ASCOF 2A(2) Permanent admissions of older people (aged 65 and over) to residential and nursing 
care homes, per 100,000 population. The Information Centre for Health and Social Care, 12 September 2012 

 
The rate of admission to residential and nursing homes for people aged over 65 has 
increased since 2010/11, with 60,752 people in residential or nursing homes. The increase 
is greater for those with mental health needs or a learning disablity. For people with 
learning disability, the rise is mainly explained by the transfer of  responsibilities for people 
with learning disbailities from the NHS (see below) and perhaps others by a reduction in 
the number of people in “unknown” client catgegories. 
 

Admission to care homes during the year for people aged 18 to 64 
 2010/11 2011/12 Change 
2A(2) Permanent admissions of older adults (aged 65 and 
over) to residential and nursing care homes, per 100,000 
population 

686.6  705.9  19.3 

    
 2010/11 2011/12 % Change 
Number of permanent admissions to residential and nursing 
care, during the year 59,092  60,752  2.8 

of which:    

Physical Disability (aged 65 and over) 37,143  39,259  5.7  

Mental Health (aged 65 and over) 12,743  14,439  13.3  

Learning Disability (aged 65 and over) 676  884  30.8  
Substance Misuse / Vulnerable Adult (aged 65 and 
over) 927  672  -27.5  

Unknown 7,603  5,498  -27.7  
Source: ASCOF 2A(2) Permanent admissions of older people (aged 65 and over) to residential and nursing 
care homes, per 100,000 population. ASC-CAR S3 Number of LA supported permanent admissions to 
residential and nursing care during the period, aged 65 and over (page 1, row 16, cols 1, 2 and 3).  The 
Information Centre for Health and Social Care, 12 September 2012 
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For younger adults, the increased rate of admissions was more rapid and there are wider 
variations across regions.  The number of admissions rose from 4,885 to 6,319, an 
increase of more than 29 per cent since 2010/11. 

 
Source: ASCOF 2A(1) Permanent admissions of younger adults (aged 18 to 64) to residential and nursing care 
homes, per 100,000 population. The Information Centre for Health and Social Care, 12 September 2012 

 
The number of people with learning disabilties aged 18 to 64 admitted to residential or 
nursing care during 2011/12 rose by more than 65 per cent.  
 
Admissions for people with a physical disability rose by over 7 per cent, and those with 
mental health needs remained static.    
 

Admission to care homes during the year for people aged 18 to 64 
 2010/11 2011/12 Change 
2A(1) Permanent admissions of younger adults (aged 18 to 
64) to residential and nursing care homes, per 100,000 
population 

15.0  19.4 4.4 

of which:    
Physical Disability (aged 18 to 64) 4.5 4.8 0.3  
Mental Health (aged 18 to 64) 4.4 4.4 0.1  
Learning Disability (aged 18 to 64) 5.9 9.7 3.9  

 2010/11 2011/12 % Change 
Number of permanent admissions to residential and nursing 
care, during the year 4,885  6,319  29.4 

of which:    
Physical Disability (aged 18 to 64) 1,454  1,566  7.7  
Mental Health (aged 18 to 64) 1,420  1,437 1.2  
Learning Disability (aged 18 to 64) 1,909  3,159 65.5  

Source: ASCOF 2A(1) Permanent admissions of younger adults (aged 18 to 64) to residential and nursing care 
homes, per 100,000 population. ASC-CAR S3 Number of LA supported permanent admissions to residential 
and nursing care during the period, aged 18 to 64 (page 1, row 15, cols 1, 2 and 3).  The Information Centre for 
Health and Social Care, 12 September 2012 
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The largest increases in permanent admissions of people with a learning disability can be 
seen in the North East and South East regions. Eastern and Yorkshire and Humber are 
the only regions to show a reduction in the admissions to residential or nursing care. 
 

 
Source: ASCOF 2A(1) Permanent admissions of younger adults with Learning Disability (aged 18 to 64) to 
residential and nursing care homes, per 100,000 population. The Information Centre for Health and Social Care, 
12 September 2012 

 
Care home admissions for people with a learning disability 
 
As previously noted, the increase in admissions of people with a learning disability is 
mainly due to the transfer of commissioning responsibility from the NHS to councils under 
Valuing People Now, and accounts for the admissions of 1,841 people.  

 

Proportion of care home admissions of people with a learning disability (aged 18 and over) that are 
Valuing People Now transfers, 2011/12 

 Valuing People 
Now Transfers All admissions %Change 

England 1,841 4,043 45.5 
North East 209  287  72.8  
North West 6  210  2.9  
Yorkshire and the Humber 0  228  0.0  
East Midlands 13  213  6.1  
West Midlands 139  371  37.5  
South West 251  496  50.6  
Eastern 0  329  0.0  
London 287  574  50.0  
South East 936  1,335  70.1  

Source: ASC-CAR S3 Number of LA supported permanent admissions to residential and nursing care during 
the period. The Information Centre for Health and Social Care, 12 September 2012 
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However, the transfer does not account for all additional placements in 2011/12.  There 
were wide regional variations in the number of people transferred under ‘Valuing People 
Now’. In the Yorkshire and Humber an Eastern regions there were no recorded transfers, 
while the South East had the largest transfer, accounting for 70 per cent of their 
admissions and half of all admissions in the South West and London. 

Admissions of people with a learning disability to residential or nursing care homes 
 2010/11 2011/12 Difference %Change 

Admissions to residential or nursing care 
excluding Valuing People Now transfers 2,585 2,202 -383 -14.8 

North East 66  78  12  18.2 
North West 219  204  -15  -6.8 
Yorkshire and the Humber 226  228  2  0.9 
East Midlands 186  200  14  7.5 
West Midlands 218  232  14  6.4 
South West 653  245  -408  -62.5 
Eastern 335  329  -6  -1.8 
London 275  287  12  4.4 
South East 407  399  -8  -2.0 

Source: ASC-CAR S3 Number of LA supported permanent admissions to residential and nursing care during 
the period. The Information Centre for Health and Social Care, 12 September 2012 

 
Reported admissions, excluding transfers under ‘Valuing People Now’, appear to have 
fallen dramatically in the South West, and there were smaller reductions in North West, 
Eastern and South East Regions; there was an increase in all other regions. 
 
Re-ablement 
 
Direct indicators of the effectiveness of re-ablement are not yet available, and there is no 
reliable evidence available at national level.  The available measure only considers 
hospital discharge, and does not assess the prevention of avoidable admissions: the 
measure is solely based on the number of people who maintain independent living after 
discharge from hospital. The overall picture is of an improvement of just 0.9 on the 
previous year. 
 
There are known difficulties with this statistic. For example, methods for ascertaining 
whether someone is still living at home vary: some councils review individually, others 
make an  assumption. Criteria for the the selection of clients are believed to vary widely. 
   
Effectiveness of reablement/rehabilitation 

 2010/11 2011/12 Change 
2B(1) Proportion of older people (65 and over) who were still at 
home 91 days after discharge from hospital into 
reablement/rehabilitation services 

82.0  82.7  0.9  

of which:    
Male  80.4   
Female  84.0   
Adults aged 65 to 74  87.3   
Adults aged 75 to 84  84.2   
Adults aged 85 and over  79.8   

Source: ASCOF 2B(1) Proportion of older people (65 and over) who were still at home 91 days after discharge 
from hospital into reablement/rehabilitation services (effectiveness of the service).  The Information Centre for 
Health and Social Care, 12 September 2012 
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The data show variations across the country, with apparent improvements in the North 
East, North West, Yorkshire and the Humber, Eastern and South East regions:  but also 
declining performance in the East and West Midlands, South West,  and London. The 
highest level of reported performance was in the North East, the lowest in East Midlands.  
 

   
Source: ASCOF 2B(1) Proportion of older people (65 and over) who were still at home 91 days after discharge 
from hospital into reablement/rehabilitation services (effectiveness of the service).  The Information Centre for 
Health and Social Care, 12 September 2012 

 
Delayed transfers  
 
There has been an overall reduction in the numbers of delayed transfers of care, with the 
proportion of delays attributable to social care falling even faster. There are still some 
regional variations. Most regions achieved  a reduction in the number of delays attributable 
to social care, although  there was a slight increase in Yorkshire and the Humber and the 
level in London remained static, mainly due to an increase in delays in the Outer London 
council areas.  
 
Delayed transfers may result from a wide range of complex factors but the available 
evidence is limited to a single indicator on delayed discharge from hospital. This gives little 
sense on its own of the outcomes for people who use services and carers, or of the 
variable processes involved.  
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Source: ASCOF 2C(2) Delayed transfers of care from hospital which are attributable to adult social care per 
100,000 population.  The Information Centre for Health and Social Care, 12 September 2012 

 
Overall, Inner London Councils demonstrated the lowest levels of delay compared to  
other types of council area. This may reflect the relatively high level of supply of acute 
hospital beds. Unitary Authorities and Metropolitan Districts show the largest reductions  in 
delays attributable to social care since 2010/11. Outer London areas showed an increase.  
 

 
Source: ASCOF 2C(2) Delayed transfers of care from hospital which are attributable to adult social care per 
100,000 population.  The Information Centre for Health and Social Care, 12 September 2012 
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Understanding the findings 
 

The increased rate of council funded admissions to care homes has no single or clear 
explanation. Some relevant factors that may lead to local variation are:  

• A higher proportion of people whose support needs are too complex to manage at 
home, or are not affordable.  

• Reported growth in the number of self-funding people whose capital has run out 
and for whom councils have taken on a new financial responsibility. The numbers of 
such cases cannot be evidenced from current statistics. In reality, such cases 
represent a change of funding responsibility rather than an actual new admission, 
and this underlines the risk of distortion when relying on statistical data alone. 

• The overall reduction in delayed transfers is thought to reflect increasingly effective 
partnership with health services, especially in rehabilitation and reablement. But the 
drive to maintain independent living may make it increasingly complex (and 
sometimes more time consuming and costly) to put packages of support and 
enablement into action.  

•  For people with learning disabilities, the high rate is mainly (but not wholly) 
explained by the final phase of transfers from NHS campus provision to councils: 
other factors include the impact of resettlement from high cost placements , and 
varying levels of NHS Continuing Health Care funding. 

• Reductions or variations in the rate of NHS-funded Continuing Health Care – eg 
care in nursing homes for people who have complex needs or unstable health, 
where judgements that inform funding may vary from place to place.   

• The current statistical evidence of progress with enablement and other preventative 
approaches is inadequate on its own. 
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The experience of people who use services and carers  
 
The reported experience of people who use services and carers has become increasingly 
important in driving improvement in many areas, and is used to inform the management of 
service changes, so that citizens are more actively engaged. The use of nationally-
designed survey results is sometimes supplemented by additional local material to gather 
views or feedback on specific local matters. ADASS suggests caution in the way these 
data are interpreted and does not advise reliance on comparisons across councils or 
regions.  
 
Key findings 
 

• Around 63 per cent of people were satisfied overall: there are wide variations 
reported across the country.  

• Around three quarters of people found it very easy or fairly easy to find 
information about services: there are notable variations across the regions.  

 
Evidence 
 
Satisfaction with services  
 
The ASCOF indicator aims to gauge overall satisfaction with care and support, based on  
sample of 63,77038 respondents. The level of overall satisfaction is calculated from the 
number of respondents who answered 'I am extremely satisfied' or 'I am very satisfied' or 'I 
am very happy with the way staff help me, it's really good' as a percentage of all 
respondents who answered the question. Only one year’s worth of data are available, so it 
is not possible to judge improvement over time. It appears that older people are a little less 
satisfied than the under 65s.  
 

Views of people who use services  

  TOTAL Male Female 
Aged 

18 - 64 
Aged 
65 + 

3A Overall satisfaction of people who use 
services with their care and support 62.8  63.2  62.6  64.8  61.8  

Source: ASCOF 3A Overall satisfaction of people who use services with their care and support.  The 
Information Centre for Health and Social Care, 12 September 2012 

 
There are variations in reported levels of satisfaction across the country. The North East 
and North West report higher levels of satisfaction, with around two thirds of people 
satisfied with services, in contrast with around 57 per cent in the level of satisfaction in 
London.  The low level of people “feeling safe” (described in the next section) in London 
may be linked with wider satisfaction. 

                                            
38 ASCOF 3A Overall satisfaction of people who use services with their care and support 2011-12.  The Information Centre for Health 
and Social Care, 12 September 2012. 
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Source: ASCOF 3A Overall satisfaction of people who use services with their care and support.  The 
Information Centre for Health and Social Care, 12 September 2012 

 
Information  
 
Access to information is increasingly important for carers and people who use services. 
Finding a way through the complex systems for assessment and support planning, then 
finding a good quality service can be difficult and time consuming. The ASCOF indicator 
asks a sample of respondents to say how easy it is to find information about services. 
Here again, only one year of data means that it is not possible to see improvement or 
change over time.  
 

Views of people who use services  

  TOTAL Male Female 
Aged 

18 - 64 
Aged 
65 + 

3D Proportion of people who use services 
and carers who find it easy to find 
information about services 

73.8  74.0  73.7  70.6  75.8  

Source: ASCOF 3D Proportion of people who use services and carers who find it easy to find information about 
services .  The Information Centre for Health and Social Care, 12 September 2012 

 
Nearly three quarters of people find it easy to find information and advice about services, 
with those aged 18 to 64 finding it more difficult to find information.  
 
Once again, there are considerable variations across the country. The chart shows 
strongest results in the North East and North West.    
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Source: ASCOF 3D Proportion of people who use services and carers who find it easy to find information about 
services .  The Information Centre for Health and Social Care, 12 September 2012 

 
Understanding the findings  
 

ADASS recommends that caution is exercised in interpreting the data on levels of 
satisfaction with services. Regional variations may reflect differing expectations of services 
and other cultural differences. Comparisons across councils or regions may not be 
reliable.   
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Feeling safe  
 
Re-ablement 
 
Key findings 
 

There are major regional differences in the extent to which people say they feel safe, and 
in the extent to which adult care services make them feel safe.  Fewer people in London 
feel safe than in other regions. 
 
Evidence 
 
The indicators on how safe people feel should be considered together.  Indicator 4A gives 
an overview of the general sense of feeling safe for people who use services: while 
Indicator 4B aims to show how services succeed in making people feel safe.  The results 
show (for one year only) a positive picture of the way that services increase feelings of 
safety and security.   
 
Those aged 65 and over have a higher level of feeling safe, 65.5 per cent, than those aged 
18 to 64, 60.6 per cent.  
 

Views on safety from people who use services 

  TOTAL Male Female 
Aged 

18 - 64 
Aged 
65 + 

4A Proportion of people who use services 
who feel safe 63.8  64.2  63.6  60.6  65.5  

      
4B Proportion of people who use services 
who say that those services have made 
them feel safe and secure 

75.3  75.0  75.5  76.2  74.8  

Source: ASCOF 4A Proportion of people who use services who feel safe.  ASCOF 4B Proportion of people who 
use services who say that those services have made them feel safe and secure. The Information Centre for 
Health and Social Care, 12 September 2012 

 
Around three quarters of respondents, 62,424 people, report that the services they receive 
make them feel safe and secure. 
 
People who use services in the  North East and Eastern regions report the highest levels 
of feeling safe, while London is highlighted as the region where people feel least safe with 
less than 59 per cent reporting that they feel safe, predominantly in Inner London councils.  
The feeling of safety is not directly linked with the services being received. Regional 
variations in the above indicators show that although the North West report one of the 
highest levels of feeling safe, the proportion of people who say that services made them 
feel safe is the lowest. 
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Source: ASCOF 4A Proportion of people who use services who feel safe.  The Information Centre for Health 
and Social Care, 12 September 2012 

  

 
Source: ASCOF 4B Proportion of people who use services who say that those services have made them feel 
safe and secure. The Information Centre for Health and Social Care, 12 September 2012 
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Resources  
 
There are wide variations in the ways that councils use their resources to support people 
in old age, or because of illness or disability,  and this reflects a number of factors.  There 
is no central control or direct influence on the commissioning of care services: each 
council takes its own decisions. Councils decide what proportion of local budgets are 
allocated to social care, and this reflects levels and variations in local population needs as 
well as politically-determined local priorities.  
 
Evidence used for this section is limited to the findings of the ADASS budget survey 
carried out in May – June 2012.  The official outturn data for the year are not available until 
later in the year.  
 
Key findings 
 

The ADASS budget survey shows a reduction of £889 million expenditure on adult social 
care, in response to the overall reduction of local government expenditure, and against an 
estimated demographic demand of 3 per cent. The reduction is partly offset by an 
estimated £688 million worth of planned reductions being secured through service re-
design and efficiency, and £77 million provided through increased charges; but this year’s 
savings will impact further on service reductions that took place in 2010/11.  
In deciding local thresholds for financial support, more councils are now in the “substantial” 
category, and this level of eligibility now accounts for 83 per cent of councils. Changes for 
6 areas will excludes more people from  eligibility for publicly supported services.   
Within the context of overall reduction, there has been further growth in the proportion of 
total expenditure on personal budgets: this has risen to £2.6 billion, representing 14.8 per 
cent of all direct expenditure on adult care and support services. The amount spent on 
personal budgets has increased by 57 per cent since 2010/11. 
 
Evidence  
 
Budgets 2012/13  
 
The 2012 ADASS survey39 of 145 responding councils showed that adult social care now 
represents 34.2 per cent of council spending. As councils face the challenge of meeting 
the needs of more people (an estimated 3 per cent spending increase indicated by 
demographic changes) they must also contribute to the councils’ total required savings to 
balance budgets. These spending reductions are cumulative, adding to reductions of 
service that took place in 2010/11.   
 
The estimated adult social care contribution to spending reductions for 2012/13 amounts 
to £890 million. Some councils have raised or introduced charges for services to the value 
of an extra £77 million.  
 
During 2010/ 11, 19 councils tightened their eligibility criteria. For 2011/12, councils in six 
areas excluded more people from eligibility for public support by raising thresholds.  
Changes over the last two years reported by ADASS are as follows:  

                                            
39 ADASS Budget Survey, June 2012  
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Fair Access to Care Services (FACS): eligibility levels 
 % councils 2010/11 % councils 2011/12 
Low 3 1 
Moderate 15 13 
Substantial 78 83 
Critical  4 2 

 
The two greatest sources of spending pressure are from people with learning disabilities 
(£168 million) and older people (£166 million). Of the £890 million planned reductions in 
2012/13, ADASS estimates that increased or new charges will generate £77 million; 
councils will generate £688 million from “service re-design and efficiency: actual spending 
cuts to services will be £113 million.   
 
Some new investment came through the NHS during 2011/12.  ADASS reports “£622 
million worth of NHS investment into social care in 2012/13, and councils have worked 
closely with NHS colleagues to maximise effective use of this investment with £284 million 
applied to offset pressure and cuts to services and  £148 million to invest in new social 
care services and £149 million allocated to working budgets”. 
 
Personal budgets  
 
Data on personal budgets and direct payments are collected for national statistics. 
Increases took place in all regions, and in the case of Direct Payments, in all regions 
except the East Midlands.   
 

 
Source: ASCOF 1C(1) Proportion of people using social care who receive self-directed support. The Information 
Centre for Health and Social Care, 12 September 2012 
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Source: ASCOF 1C(2) Proportion of people using social care who receive direct payments. The Information 
Centre for Health and Social Care, 12 September 2012 

 
A survey of personal budgets was also carried out by the ADASS, and the following results 
were obtained.  
 

Year Number of personal budgets 

2011/12 432,349 

2010/11 312,911 

2009/10 168,000 

2008/09 93,000  
Source: ADASS Personal Budgets Survey March 2012  

 
 

Percentage of people receiving personal budgets as distributed across councils 

 March 2011 March 2012 

 Number of 
councils Percentage Number of 

councils Percentage 

0 to 25% 35 26.3 9 6.9 

25 to 50% 71 53.4 45 34.4 

50 to 75% 20 15.0 58 44.3 

over 75% 7 5.3 19 14.5 
Source: ADASS Personal Budgets Survey March 2012  
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Percentage of people receiving personal budgets by different value 

 March 2011 March 2012 

 Number of 
councils Percentage Number of 

councils Percentage 

less than £1,000 55,514 18.5 49,572 16.5 

£1,000 to £5,000 85,899 28.7 86,712 28.9 

£5,000 to £10,000 59,550 19.9 69,915 23.3 

over £10,000 64,422 21.5 93,336 31.2 
Source: ADASS Personal Budgets Survey, ADASS Budget Survey March 2012  
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Conclusions 
 
A powerful combination of rising demand, service and spending reductions and higher 
thresholds for eligibility may be partly balanced by improved enablement and 
rehabilitiation, other new or better practices, and by more efficient use of resources.  But it 
is unlikely that these improvements can account adequately for the safety, wellbeing and 
health of the reducing number of people, including carers,  who qualify for any service or 
support at all from councils.  
 
Data on the levels of people who are able to “self-fund” are not availabe and this is an 
important missing factor in assessing access to services and explaining regional variations 
in the levels of council support.    
 
The apparent decline in support to carers is a key concern if it reflects an accurate picture, 
as it has been a declared preventative priority to improve support so that independent 
living can be sustained. But it should be remembered that support for carers is sometimes 
also commissioned through third sector and other independent organisations. There is no 
evidence available to quantify this, or to estimate the extent to which it may substitute for 
services commissioned or provided directly by the councils.     
 
Evidence of the quality of services is limited. Councils are not required to publish 
assessments of local service quality: CQC does publish inspection reports for registered 
services, but has ceased to carry out assessments of improvement or the effectiveness of 
councils’ commissioning activity. At 31 March 2012 CQC recorded registrations of 12,429 
adult social care providers in 25,008 locations, but fewer than half of these locations have 
been inspected by CQC. So fewer evidenced assurances can be given about the quality of 
life and safety of people who use services and carers.  
 
The drive to implement personal budgets is succeeding. However, a higher proportion of 
people now have a “managed account”. This may be happening as an expedient action to 
meet the Government’s target.  It is not yet clear how many people who use services  and 
carers are benefiting from the change.  
 
Councils continue to move away from the direct provision of care home services, and to 
limit fee increases40. Risks from further service provider failure in the private sector during 
recession may be increased, where there is no “provider of last resort” in the public sector. 

                                            
40 The ADASS Budget Survey reported a planned 0.9 per cent average increase in fees overall for 2012/13.  
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