
Tracking your 
preventative spend: 
a step-by-step guide



The LGiU is an award winning 
think-tank and local authority 
membership organisation. 
Our mission is to strengthen 
local democracy to put 
citizens in control of their 
own lives, communities and 
local services. We work with 
local councils and other public 
service providers, along with a 
wider network of public, private 
and third sector organisations.  
www.lgiu.org.uk  @LGiU
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Mears is the leading social housing repairs and maintenance 
provider in the UK and a major presence in the domiciliary care 
market, providing care and support at home to over 20,000 people 
each week. Our services include respite care, re-ablement 
following an episode of illness or stay in hospital, domiciliary care 
for day to day domestic and personal support, live-in 24 hour 
care as well as palliative care. More than 16,000 Mears Group 
employees maintain, repair and upgrade people’s homes, care for 
individuals and work in communities across the country – from 
inner city estates to remote rural villages.  
www.mearsgroup.co.uk  @mearsgroup 

With a budget of over £900m and around 4,500 employees, the 
London Borough of Camden provides and commissions hundreds 
of services to local residents from social care to street cleaning. 
It serves a segment of London stretching from Covent Garden 
to Hampstead and Highgate and covering some of the capital’s 
wealthiest and some of its most deprived neighbourhoods.  
www.camden.gov.uk  @camdentalking

The British Red Cross helps millions of people in the UK and 
around the world to prepare for, respond to and recover from 
emergencies, disasters and conflicts. In the UK our volunteers 
and staff help people in crisis to live independently by providing 
support at home, mobility aids and transport. We also teach first 
aid skills. We are part of the global Red Cross and Red Crescent 
humanitarian network. We refuse to ignore people in crisis.  
www.redcross.org.uk  @BritishRedCross
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Introduction
We all know the age-old adage ‘prevention is better than cure’. 
The idea of stopping an issue before it arises has been part of 
political consensus for some time. Short-termism, and dealing 
with problems at the acute end of the spectrum, often leads to 
poor outcomes for individuals, not to mention huge expense and 
escalating costs in providing services. Investing in prevention 
and early action as a means to ‘prepare’ for the future is seen 
as a path towards managing and reducing demand on acute 
services, therefore reducing costs, whilst also improving 
outcomes for individuals.

But despite broad consensus on the principles underlying the 
issue and the importance of investing in prevention and early 
action to achieve better outcomes and reduce cost; doing so in 
practice has proven a real challenge for local authorities, due to a 
series of reasons, which are interconnected: 

Culture: Public services traditionally tend to intervene with an 
individual once an issue has been identified and things go wrong in 
their lives, acting as a safety net, and do not always make upfront 
investments in prevention (or classify it as such) to avoid problems 
arising. Changing this culture and attitude to shift budget to 
preventative services requires political will and public consensus.

Increased demand on acute services: Demographic and policy 
changes are leading to an increased demand in some services, 
particularly those at the acute end of the spectrum for instance 
adult social care. Shifting budgets towards early action and 
prevention is problematic in a climate where increased pressure 
and demand is being placed on these costly services. 

Cost pressures: The need for councils to make huge budgetary 
savings is having a significant impact on discretionary services 
– with many experiencing cuts. These are exactly the services 
that are largely considered preventative programmes of work, 
so shifting budgets towards these discretionary, preventative 
services is difficult to justify.
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Cycle of elected office: A significant challenge for all councils 
is the political cycle and the desire from councillors, across 
the political spectrum, to see a return on their investments 
during their term in office. This four year cycle of elected office 
can sometimes lead to political short-termism in all types of 
authority, whereby spend and decisions are prioritised on actions 
that will have immediate and visible impact. Investment in early 
action, which may not have visible outcomes until many years 
down the line, can be difficult for all councils in this context. 

The final barrier to prevention, and perhaps the most significant, 
is a lack of clarity around what constitutes preventative activity, 
how this links to outcomes and how much money councils 
spend on it overall. It is inherently difficult to research due to 
the complex nature of the situation in which some individuals 
find themselves, making it challenging to be certain that any one 
intervention is responsible for delivering the desired outcome. 
Many councils support the early action agenda but it is often 
approached in an ad-hoc way and it does not always link with 
broader council activity and in particular, outcomes. 

Councils often do not have a clear understanding of how much of 
their budgets is spent on prevention, how this contributes to the 
delivery of outcomes and what this means for increasing their 
activity towards early action programmes.
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Step one: 
Establishing a 

project sponsor 
and steering 

group

1
Step two: 

Identifying and 
agreeing aims, 
objectives and 

scope of project 2

Mapping preventative budgets
We believe that the starting point to resolving this challenge 
described is to understand how much money councils spend on 
early action and which outcomes this contributes towards. With 
this in mind Local Government Information Unit (LGiU), with the 
support of Mears and The British Red Cross, piloted an approach in 
Camden Council to mapping their preventative budgets against one 
of the council’s key outcomes from the Adult Social Care Outcomes 
Framework; to keep older people living independently for longer, by 
‘delaying and reducing the need for care and support’. We wanted to 
understand their investment in prevention against this outcome and 
the impact that this has on outcomes for older people. The focus on 
this outcome is particularly timely, given the transfer of public health 
responsibilities to local authorities. This guide shares this approach 
and sets out the step-by-step process that was taken to analysing 
Camden’s preventative budgets in this area.

Undertaking this analysis is the first stage of what could be a much 
broader piece of work to shift budgets to have a greater emphasis 
on preventative services. As such, timing of this analysis is crucial 
so that it has the opportunity to provide contextual information to 
budget planning processes.

We found this approach to be an effective way of understanding those 
interventions which we believe to be preventative, how much it costs 
and how it supports the delivery of key outcomes for the Council.  
It also highlighted how connected and disconnected spend over the 
different categories of prevention can be. For those councils who are 
considering undertaking a similar exercise, we hope that this guide 
will help authorities think-through how they might conduct this 
process in their own area.
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Analysing and 

mapping budgets
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The guide sets out the five steps to mapping and analysing spend, 
covering the practical steps taken, the outcomes and challenges 
of each step.

We don’t intend for this process to be applied prescriptively; 
indeed your own local circumstances will determine which parts 
of this toolkit will add value to your work. We chose to concentrate 
on council activity only, as a starting point, but recognise that 
other areas may wish to involve partners – particularly where 
chosen outcomes are delivered and commissioned in partnership. 
We are keen to keep the conversation open and find out your local 
case studies for how you have applied this process to your own 
practice. Please get in touch and let us know if you would like to 
pilot this approach in your area: laura.wilkes@lgiu.org.uk 
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Step one: 

The first stage of the project in Camden was 
to establish a project steering group of key 
individuals from across the council, including a 
project sponsor. The role of the project sponsor 
was to provide central leadership and decision 
making, resources to the process and oversight 
of the aims and outcomes. It was deemed most 

appropriate that the Assistant Director for Communities would 
be the most effective individual to drive the project forward and 
influence across the organisation. As the project was a corporate 
priority for the Council the corporate strategy team worked 
closely with the Assistant Director for Communities, acting as the 
central point for coordination and providing project support.

 Establishing a project sponsor  
and steering group

The five steps to mapping and 
analysing preventative spend

Key considerations in appointing a project sponsor will include:

• Seniority: leadership and decision making ability are vital, so 
projects should appoint an individual who has the ability to 
fulfil this function.

• Connectivity: as mapping preventative budgets will in most 
cases, involve oversight across the council, an individual 
with key connections and relationships across all council 
departments is a real asset.

• Resources: although this project does not require cash 
resources to deliver, it does require staff time and capacity to 
coordinate, conduct analysis and consider recommendations, 
so the project sponsor will need capacity within their service 
area, or agreement from another area, that staff time will be 
made available.
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Once the project sponsor has been appointed, it is vital that a 
project steering group is established to provide oversight, guidance 
and challenge to the project, in addition to identifying the outcome 
or outcomes the council wants to map preventative spend against.

In Camden, the aim of the project was to consider spend on 
interventions believed to be preventative across the Council, 
therefore it was vital that each department in the council was 
represented on the project steering group, alongside LGiU, 
Mears and The British Red Cross. The cross-sector nature of this 
steering group, with representation from the council, private and 
third sectors brought real depth of experience and knowledge to 
the project. The project sponsor identified and invited staff from 
across all council departments at levels of ‘Head of’ service, 
strategic commissioners and the Deputy Director of Public Health 
to join the steering group – which was around 20 people in total.

Sponsoring this project was important to me in order to 
gather learning from across the council to help inform our 
future approach to delivering preventative services, as well 
as to provide insight for us to use in the development of 
outcomes based budgeting. Having input from a range of 
services and the perspective of partners gave us a depth of 
knowledge, which helped us work through the challenges 
in a creative way. 

Ali Griffin, Assistant Director, Communities, London Borough of Camden
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Step one

Purpose: Provide leadership, governance 
and accountability to the project.
Challenges: identifying the outcome to focus on 
and gaining support from individuals throughout 
the council to contribute to the project.
Resources needed: approximately 2 days of LGiU staff 
time to write scoping papers and 1 day of Camden staff 
time to arrange steering group meetings.
Key outputs: Project sponsor and project 
steering group identified and appointed; and 
first steering group meeting arranged. 
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Step two: 

Prior to any work in spend mapping, it was 
vital that the project established the outcome 
for consideration and analysis, in addition to a 
shared understanding across the steering group 
on what prevention meant in this context.

Before the first steering group meeting, the 
project sponsor with LGiU, Mears and The British 

Red Cross met to discuss the aims and objectives of the project, 
possible outcomes to focus on for the basis of the mapping, 
project timescales and issues that needed to be thought-through 
at the first project steering group. The outcome of this was two 
papers for consideration and agreement at the steering group. 

The first paper outlined the aims and objectives of the project: to 
understand in depth how the council was investing in the chosen 
outcome, through self-assessment of their budgets in order to 
determine funding spent on preventative and early intervention 
activities. The scope of the project and the outcome to focus on 
was also explored in this initial paper, with the proposal being to 
concentrate on the outcome to ‘delay and reduce the need for care 
and support’ for older people in the borough. This outcome was a 
key council priority and an area where the council recognised that 
there was scope to deliver more integrated services. 

 Identifying and agreeing aims, 
objectives and scope of the project

Chloe Carter, Policy & Advocacy Lead for Health & Social Care,  
British Red Cross

While it’s a well-known term, ‘prevention’ has different 
meanings and intentions across health and social care. 
It was really important to ensure we had a shared 
understanding of ‘prevention’ to give us clarity and 
direction for the mapping. The mapping could have become 
very confused if we hadn’t defined ‘prevention’ first.   
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The second paper, prepared by LGiU, discussed how to define 
‘prevention’ and ‘early action’ and how this applied in the context 
of ‘delaying and reducing the need for care and support’. The 
paper included a review of relevant literature on the topic to 
date and previous attempts to define ‘early action’. For instance, 
the National Audit Office(1) suggest that broadly, early action 
constitutes three types of work(2):

• Prevention: to prevent or minimise the risk of problems arising
• Early intervention: targeting resources on individuals or 

groups at high risk, or showing early signs of a problem, to try 
to stop it occurring.

• Early remedial treatment: intervening once there is a problem, 
to stop it getting worse and redress the situation.

The emerging findings from this research pointed to broad 
consensus that there were three tiers of prevention, which can 
be distinguished from ‘reactive’ or ‘acute’ interventions. For the 
purpose of the project and the analysis, the choice of terminology 
was not particularly important, but it was vital that all project 
stakeholders had a shared understanding of how the terminology 
around prevention was to be applied in this context and that for 
consistency, everyone used the same terminology. For the purpose 
of the project in Camden, the following definitions were used:

Primary Prevention: preventing, or minimising the risk, of 
problems arising – usually through universal policies like health 
promotion or a vaccination programme.

Secondary Prevention: targeting individuals or groups at high 
risk or showing early signs of a particular problem to try to stop it 
occurring, for example screening programmes. 

(1) National Audit Office (January 2013), Early Action: Landscape Review, p.10. 
(2) There are a number of definitions for these three types of work, but for the purpose of this exercise we 
used the ones noted in this guide.
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Step two

In this second paper, LGiU also offered some examples of how 
the definitions could be applied in the context of ‘delaying and 
reducing the need for care and support’, so that all project 
stakeholders had a shared understanding of how the definitions 
work in practice.

Tertiary Prevention: intervening once there is a problem, to stop 
it getting worse and redress the situation. For example work to 
prevent reoffending and reablement programmes. 

Reactive interventions: spending which acts to manage the 
impact of a strongly negative situation but does little to prevent 
negative consequences or it reoccurring in future, for example 
acute hospital care. 

Purpose: identify and agree scope of the project 
and develop a shared understanding of what is 
meant by ‘prevention’ and ‘early action’. 

Challenges: agreeing a common application for 
the definition across the range of council services 
that will be discussed as part of the project.

Resources needed: 4 days of LGiU staff 
time to research and write scoping papers.

Key outputs: discussion papers and agreement on the 
outcome to focus on, the terminology that will be used to 
describe and define ‘prevention’ and how this terminology 
will be applied in the context of the outcome selected.
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Step three: Understanding the outcome
Once the outcome focus for the project 
was chosen (in this case Camden selected 
‘delaying and reducing the need for care and 
support’ for older people) the project steering 
group wanted to get a better understanding 
of what factors had an influence on this 
outcome. We wanted to establish the 
individual pathways to residential and nursing 
care and support and research that pointed 

to interventions that contributed to delaying the need for this type 
of care. The purpose of this was to deepen the steering group’s 
knowledge of the outcome and what factors influenced it, as this 
would provide vital information for understanding the Council’s 
own practice for delivering services to contribute to this outcome. 

The key questions that were identified to form the basis of the 
research were:

• What were the sources of admission to residential care?
• What were the reasons for admissions into residential care?
• What was the average length of stay in 

residential care in Camden?
• What was the client profile of Camden residents 

in nursing and residential care? 
• What was the length of stay in residential and nursing care?
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Project partners chose to focus on reducing admissions to 
residential care not only because it is a key performance 
indicator in the Adult Social Care Outcomes Framework 
but because given the choice most people would prefer 
to live in their own home rather than residential or 
nursing care. Given that home care is also more cost 
effective, identifying what spend reduces residential care 
is absolutely critical for policy makers who are facing an 
aging population and a shrinking public purse. 

Alan Long, Executive Director, Mears

LGiU conducted a literature review which looked at national 
research and supplemented this with local data collected by 
Camden. The key outcome at this stage was an understanding 
of the causes for individuals to be admitted into residential 
care and their living situation before admission. For instance, 
national research from the Personal Social Services Research 
Unit(3) tells us the main reasons for admission to residential 
homes are more likely to be as a result of mental heath needs, 
whereas nursing home admissions are likely to be as a result 
of physical or functional needs. The condition most frequently 
identified as a reason for admission to care homes is dementia. 
The same research also found that home care residents tended 
to be: old, female, either living alone or in a situation where other 
household members can no longer cope, less wealthy and in poor 
health. Alongside this national research, we established a client 
profile of individuals in nursing and residential care in Camden 
using local data collected from long-stay placements of Camden 
residents into residential and nursing care homes not continuing 
healthcare, over three years; 2010 to 2013.  

(3) http://kar.kent.ac.uk/762/1/chop2.pdf

15



Step three

Purpose: understand the factors influencing  
the chosen outcome.

Resources needed: 1 day of Camden and 2 days of LGiU 
staff time to research and compile data.

Challenges: availability and sources of data.

Key outputs: a paper pulling together relevant 
research and data to provide broad understanding of the 
factors having an impact on the outcome and contextual 
information to assist service mapping at step four. 
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Step four: Mapping preventative services for 
the chosen outcome
Using the research gathered at stage three 
as a starting point to frame discussions, LGiU 
hosted a workshop for staff across the council 
in order to map all services that the council 
provides to deliver the outcome to ‘delay and 
reduce the need for care and support’ for 
older people in the borough. At this stage it 

was really important to be clear about the outcome that we were 
focusing on, as this exercise of mapping services is vital for stage 
five – analysing the cost of providing these preventative services. 

The profile of council stakeholders who were invited to attend 
the workshop were service managers and ‘Heads of’ service 
from departments across the council. Some of these were people 
who we already knew provided services which contributed to 
the outcome, particularly those from Housing and Adult Social 
Care. Others were asked to attend to provide an oversight of 
the department and the services provided to ensure that there 
was representation from all sections of the council. There were 
around 30 attendees in total.

The three-hour workshop began with a presentation from the 
project sponsor about the aims and objectives of the project and 
how it contributed to the Council’s corporate priorities. LGiU then 
provided a presentation on the definitions of prevention (see step 
three) and the research gathered about factors having an impact 
on the outcome (see step four) to inform a subsequent discussion 
with workshop participants regarding the limitations of the 
definitions and how they will be applied in the context of this 
outcome. This discussion was really important in ensuring that all 
workshop participants had the same understanding of prevention 
and the services that would fall within each of the categories.
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The participants broke off into three groups – one for each 
category of prevention (primary, secondary, tertiary) to discuss the 
services that the council provides, across each service area and 
each category of prevention. This resulted in three groups each 
discussing each category – lasting for 20 minutes each. We asked 
that each person write down on a post-it note their name, the 
service that they deliver and what the service does; and then stick 
the post-it note on a large grid that we had stuck on the wall. 

For the purpose of this exercise, we defined ‘reactive 
interventions’ - those services which act to manage the negative 
outcome but do little to prevent further negative consequences 
- as nursing and residential care services. This is the key 
performance indicator measure in Domain 2 of the Adult Social 
Care Outcomes Framework: ‘permanent admissions to residential 
and nursing care homes, per 1,000 population’. We were not 
describing providing nursing and residential care as a negative 
intervention in and of itself. Providing this type of support is often 
a consequence of preventative interventions being insufficient to 
prevent the impact of ill health and therefore keep someone living 
in their own home. In effect we defined admission as a reactive 
intervention, so we did not map this service during the workshop 
as the reactive intervention was already defined.

The grid used for the workshop had the following headings, 
with the categories of prevention along the top, and the council 
departments along the side. The services noted in this grid 
opposite, provide an example of the type of services identified 
under each category, in the workshop. Clearly, some services 
arguably can fall into more than one category of prevention, so 
for the purpose of this exercise, we mapped the service into the 
category of prevention where the bulk of the benefit was realised. 
Reactive interventions are not included in this grid as this is 
already defined as nursing and residential care services.
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Primary
examples

Secondary
examples

Tertiary
examples

Housing

Welfare 
benefits 
advice service 
for council 
tenants

Care and 
repair 
handyperson 
service

Specific 
adaptations to 
enable people 
to live at home 
or return home

Children, 
Schools 
and 
families

Family 
information 
service: 
support with 
families to 
cope with 
a variety of 
issues

Young carers 
service: 
supporting 
young people 
who may be 
supporting 
parents/ 
elderly family 
members

Culture and 
Environment

Leisure 
centre 
provision

The good 
gym: 
Matches 
runners 
to older 
‘coaches’

Library 
reminiscence 
scheme for 
people with 
dementia

Public 
Health

Stop 
smoking 
services

Exercise on 
referral

NHS health 
check

Adult 
Social 
Care

Older 
persons’ 
Freedom 
Pass

Careline 
telecare and 
telehealth.

Home care: 
support people 
with daily living 
to remain in 
their homes.

Home care 
intensive 
packages.

Falls 
prevention
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Step four

The workshop enabled a wide group of officers from across 
the council to come together around an outcome area and 
consider it from the perspective of preventative activity, 
which we hadn’t done in this way before. The grid we 
created showed the vast range of activity across the council 
and how services, who perhaps hadn’t realised before, 
contribute to supporting residents in the borough to delay 
or reduce the need for residential care. 

Nicola Kilvington, Strategic Lead - Research and Strategy, 
London Borough of Camden

The outcome of this process and the discussions that took place in 
the group, was a large grid, with services from across the council 
stuck to it, mapped by service area and category of prevention. 

We recognised at an early stage that not everyone was present at 
the workshop, therefore some services may have been missed from 
the grid. To address this, LGiU wrote up the grid into a spread sheet 
following the workshop, and circulated this to the project steering 
group and all workshop participants for consolidation and to review 
and revise the grid, fill any gaps and amend any inaccuracies.

Purpose: map services associated with the outcome
Challenges: ensuring that the right people were at 
the workshop; knowledge and understanding of the 
services that the council provides to contribute to the 
outcome; and applying the definition in this context. 
Resources needed: 2 days of LGiU staff time to prepare, deliver 
and write-up workshop, Camden staff participation in the half-day 
workshop and involvement in refining the grid post-workshop.
Key outputs: an Excel spread sheet outlining all the 
services provided by the council, across the three categories 
of prevention, that contribute towards the chosen outcome.
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Step five: Analysing and mapping budgets
The final step was to work with service 
managers to analyse budgets against the 
service map produced at step four. This 
involved scheduling 1-2-1 meetings with 
the managers and budget holders, where 
LGiU discussed their services, service 
aims, how they contribute to the outcome 
and how much they cost to deliver. 

Troubleshooting: data gathering

A challenge during step five was the availability of performance 
and budget data, and when data was available, deciding how 
to apportion the percentage of budget that was spent on the 
preventative activity in question. In many cases budgets were 
not accounted in a way that made it simple to apportion cost to 
a service or activity. In particular, where budgets were allocated 
to the delivery of more than one service, and where staff had 
roles in more than one service, it was difficult to apportion 
costs. Additionally, identifying what element or proportion of any 
‘preventative’ spend, had evidence of a direct causal link to a 
delayed admission to care was challenging.

Working it through: Ensuring that the key questions for the 
meetings were circulated in advance in order to give service 
managers time to consider budgets and their responses was 
useful in getting the most out of the meetings. We also found 
it incredibly useful to have a representative from the finance 
department present at the meetings, to assist with apportioning 
costs and analysing budgets. In some cases, and particularly 
when looking at staffing costs and staff time spent on particular 
activities, we had to make estimates based on staff work 
programmes and by talking with staff members themselves 
about their roles. When thinking about the link between spend 
and outcomes, it was useful to consider data about users of the 
services and the proportion of those who were older people.
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There is a consensus that 
prevention is a good thing, but 
in order to make this a reality 
and shift budgets towards 
preventative activities we need 
to know what the starting point 
is.  Understanding the balance 
and spread of budgets on 
preventative activities is key 
for Local Authorities wanting 
to make informed choices and 
maximise the impact of their 
discretionary spend. 

Bernadette Walsh, Chief Operating 
Officer, Mears

The key questions for these meetings were:

• What is the activity (what does the service do)?
• What are the outcomes of the service?
• What are the outputs of the service?
• What are the inputs from the council 

(staff, IT, equipment costs, etc)?
• What are the inputs commissioned by the council and 

provided elsewhere (for example, call handlers)?
• What is the budget for this service, and 

how much do the inputs cost?
• What performance information is collected about the service?
• What evidence is collected to measure whether 

the service is contributing to delivering the 
stated outcomes and to what extent?

These meetings 
tended to last an 
hour in length 
and answers were 
written up into a 
spreadsheet. The 
biggest challenge 
of these meetings 
was apportioning 
costs against inputs 
– due to the nature 
in which budgets 
were recorded. 
For example, 
where a member 
of staff managed 
two services, but 
only one service 
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Step five

contributed to the outcome, the staff cost was allocated on the 
basis of the approximate time spent managing the service. This 
was challenging for service managers and assumptions did 
have to be made about things such as service users, staff time, 
costs and activity. For the purpose of the exercise, reactive 
interventions were defined as the cost of providing residential 
and nursing home care for older people.

The main learning point to take from this exercise was that it was 
not always possible to be exact about pounds and pence spent, 
but instead estimates based on user information and trends 
provided more than adequate evidence to give a picture of spend.

The outcome of this final step was a grid of services, with 
associated budgets alongside a column, which stated how 
performance was measured against the outcome. 

Purpose: analysis of budgets against services.

Challenges: availability of budget data and determining how to 
apportion percentages of budgets; understanding the outcomes 
that services deliver and how this was measured by the Council. 

Resources needed: 5 days staff time from both Camden and 
LGiU for interviews (10 interviews of an hour each) and analysis.

Key outputs: an Excel spread sheet and diagrams outlining the 
service budgets, across the three categories of prevention, that 
contribute towards the chosen outcome.
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So what? Learning, conclusions 
and future work

Learning
By conducting this analysis and going through the process of 
analysing preventative services and associated budgets, the 
steering group gathered a series of key lessons: 

• having the right department and people leading the project, 
alongside corporate buy-in, was essential in pushing the work 
forward to conclusion;

• understanding and sharing an understanding across all 
key stakeholders on the aims and objectives of the project, 
including the outcome focus was crucial;

• communicating to staff outside of the steering group about 
the work and its aims and objectives was important in 
securing participation;

• discussing early on in the project, the definitions of prevention 
in the context of the chosen outcome, was essential in 
ensuring that all stakeholders were on the ‘same page’ and 
approaching the work with the same understanding; and

• it was important that the steering group was realistic about 
data availability and understood that it was unlikely that 
we would conclude the process with an exact analysis of 
the pounds and pence spent on services; rather we would 
conclude with informed estimates. 

This toolkit is an invaluable resource for any local 
authority that is serious about early action, but beyond 
this, this project acted as a vehicle to work across 
sector boundaries and gain a greater understanding 
of how the public, private and third sector all have a 
role to play in delivering a preventative agenda. 

Abigail Lock, Head of External Communications, Mears
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The current health and care system too often ignores 
vulnerable people until they reach a crisis. We hope other 
councils utilise this toolkit to gain consensus on their 
understanding of prevention, its value, and to consider the 
balance of their reactive and preventative spend. We’ve 
seen it to be a positive and rewarding experience. 
 Chloe Carter, Policy & Advocacy Lead for Health & Social Care, British Red Cross

Conclusions
Conducting this analysis in and of itself, proved to be an extremely 
useful process. Bringing staff together from across the council 
to consider one outcome alongside preventative spend was 
something that the Council had not done before, and getting 
people together to talk about services was revealing. It was 
incredibly useful in sharing knowledge and thinking about how to 
better integrate practice to deliver better outcomes. 

This approach to analysing preventative budgets delivered a 
series of benefits for the council:

• bringing together staff from departments across the council 
and a wide range of preventative services to discuss a single 
outcome and the costs associated with this;

• greater understanding of how a diverse range of services 
contributed to a single outcome; and

• gaining consensus on the meaning of prevention, and its 
value, in the context of this outcome.

The analysis also had a very practical purpose – it was one 
tool, which can be used alongside other methods to consider 
preventative budgets and provide the basis for further work 
to understand whether these services are achieving the right 
outcomes, whether resources are being allocated effectively 
and how the council can consider the balance of reactive and 
preventative spend as part of the difficult financial choices it 
has to make.
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Future Work
Once the service and budget analysis has reached conclusion, and 
the steering group has taken stock of the findings and analysis 
there are a number of options for next steps that could be drawn. 

This might involve:

• analysis and modelling to pool and align budgets, to better 
integrate services and outcomes;

• building in performance information to develop a cost-benefit 
analysis of the services provided;

• establishing how outcomes can be measured more effectively 
to determine whether preventative services are delivering 
their objectives; 

• tracking the future impact of preventative interventions if and 
when budgets are moved; 

• can help to categorise spend in a more sophisticated way, 
for instance, investment in prevention is different from 
expenditure incurred because someone has entered the 
system; or

• using this as a basis for outcome based budgeting. 

The steps in this toolkit can also be applied to other outcomes 
budgets and the preventative spend associated with them. The 
plans around the subsequent stages of any project will depend on 
local priorities and needs.

For further advice and guidance on how to use this tool in your 
council, please contact: laura.wilkes@lgiu.org.uk
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