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Caring for our Future 
Care & Support Alliance response 
 
The Care & Support Alliance is a consortium of over 50 organisations that represent and support 
older and disabled people, those with long-term conditions and their families. Formed in July 
2009, the Alliance has been at the forefront of raising political awareness of the chronic 
underfunding of social care and continues to work to achieve sustainable reform of the care and 
support system and how it is funded 
 
Members are: Action for Advocacy, Action on Hearing Loss, Afiya Trust, Age UK, Alzheimer’s 
Society, British Red Cross, Carers UK, Centre for Policy on Ageing, CLIC Sargent, Contact a 
Family, Counsel and Care, Crossroads Care, Disability Alliance, ECCA, EDCM, Grandparents 
Plus, Guide Dogs, Home Group, Huntington’s Disease Association, Independent Age, Learning 
Disability Coalition, Leonard Cheshire Disability, Macmillan Cancer Support, Marie Curie Cancer 
Care, Mencap, MND Association, MS Society, Muscular Dystrophy Campaign, National Autistic 
Society, National Care Forum, National Centre for Independent Living, National Family Carers 
Network, National  Rheumatoid Arthritis Society, National Voices, Parkinsons UK, Princess 
Royal Trust for Carers, RADAR, Relatives and Residents Association, Resolution Foundation, 
Rethink, RNIB, Scope, Sense, Shaping Our Lives, Shared Lives Plus, Stroke Association, Sue 
Ryder Care, United Response, Vitalise, VoiceAbility, WRVS. 
 
The structure of this response is based on responses from the leads of engagement streams 
who wanted short contributions which focused on solutions and the impact of not acting.   
 
Individual organisations which are members of the Care & Support Alliance will be submitting 
their own more detailed responses to the engagement exercise.  
 
Summary: reform and funding 
 
The Care & Support Alliance believes that the care system is in crisis: it is in urgent need of 
reform, and additional funding in the short and longer term. Evidence from a variety of sources 
shows that care is significantly underfunded and is failing to keep pace with demographic 
change. There is currently unmet need which leaves some individuals and their families without 
the right services and support, and carers feeling they have no choice but to give up work to 
care.  
 
There is an urgent need to:  
 

• Build a modern care service that is based on the principles of freedom, fairness and 
responsibility. 

• Modernise the social care system using technology and different types of access to 
build a more efficient and effective system.  
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• Regard investment in social care as a potential growth area for employment, disabled 
people’s work, keeping people who care, unpaid, in work and increased productivity 
for employers.  

• Ensure that there is a consistent awareness programme of care, what is paid for and 
what not so that people know what to plan for and expect.  

• Introduce an advice, information and advocacy strategy which places a strong 
emphasis on prevention, early planning, and open consumer information which 
allows service users to rate services and to use information and ratings to make an 
informed choice. 

• More robust and transparent measures to ensure that people needing care are able 
to evaluate, question and contribute to the increase in quality services. 

• Embed prevention as a way of promoting dignity, wellbeing and reducing pressure on 
more intensive services, and promoting integration. 
 

Regarding funding:  
 
• Urgently address the current shortfall in social care funding in the short term. 
• Ensure that there is a sustainable funding settlement for social care for the longer 

term.  
• Introduce a capped system for paying for care as recommended by the Commission 

for the Future Funding of Care and Support. 
 
Care & Support Alliance principles for social care reform 
 
The Care & Support Alliance drew up a series of principles for the system for reform which we 
believe should underpin any new system.  
 
Freedom, Fairness and Responsibility 
 
We are committed to creating a social care system that:  
 

1. Sees people of all ages as equal citizens, unique individuals, valued and diverse 
members of society. This means giving people equal respect and supporting equal life 
chances, regardless of age, medical condition, disability and caring activity.  
 

2. Sees social care and support as defined by people’s lives, not the other way round. This 
means the provision of social care and support should not be driven by the capacity of 
services but instead led by the demands of people.  
 

3. Promotes human rights, empowerment and participation in family and community life. 
This means recognising the value of empowering people to establish and/or maintain 
dignity and independence. 
 

4. Aims at fair outcomes for all alongside efficiency and effectiveness in services. This 
means fairness between different people who use services, fairness between those who 
are or who are not eligible for services, and fairness between those who need support 
and the rest of society as a whole. 
 

5. Recognises, respects and values the circumstances and values the role and contribution 
of family and friends who provide care. 
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6. Is funded in a way that is simple and fair, across generations and for generations to 

come. This means building consensus around what is fair and equitable and being open, 
clear and transparent about how, when and what will be funded. 

 
7.  Has the delivery of high quality care and support at its heart and puts people in control of 

their lives.  
 

8. Is sustainable socially and financially. This means there are reasonable and negotiated 
resources and expectations (now and in the future) from and on all sections of society 
and the system is not based on exploiting workers, carers or people who use services. 
 

9. Promotes integrated and collaborative working across all agencies to ensure people 
enjoy choice and control over a good quality of life through getting the support they need 
in the way they want it. This includes addressing the artificial barriers between health and 
social care and between children’s and adults services. 
 

10. Challenges and changes attitudes to difference, illness, injury, disability and ageing – 
inside and outside social care.  

 
Increasing quality and supporting the workforce  
 
Introduction 
 
The quality of care and support services, and the social care workforce are essential 
components of delivering support which promotes dignity and independence.  
 
Although there are many examples of social care transforming people’s lives and the majority of 
people are satisfied by the quality of care that is provided, there is increasing evidence that the 
quality of care needs to be urgently raised and the workforce better trained and supported.  The 
recent Equality and Human Rights Inquiry into the human rights of older people and the 
provision of homecare found strong evidence that the quality of care and the ability of the 
workforce to delivery good quality care are undermined by existing funding levels. Experiences 
from across organisations within the Care & Support Alliance point to a ‘race to the bottom’ in 
price-driven commissioning, leading to: 
 

• The care workforce, particularly in domiciliary care, being given unachievable 
client caseloads and forced to spend as little as 15 minutes providing extensive 
personal care to clients. 

• A disincentive for providers to hire skilled care workers or invest in training and 
development, as they attempt to keep costs low. 

• Basic and poor levels of care which lead to disabled children, adults and older 
people having basic rights infringed. 

• Quality levels which do not give families the confidence or consistency to enable 
them to take breaks, or juggle work and care. 

 
Defining quality as a guiding principle 
 
We would support a standard definition of quality which delivered a quality rating framework to 
replace the Care Quality Commission’s star ratings. CQC’s Essential Standards are not driving 
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improvements in quality, providing incentives for excellence or stimulating genuine consumer 
choice. The Care & Support Alliance welcomes the Care Quality Commission’s recent 
announcement that they would review the Essential Standards against complaints received from 
consumers.  People who rely on care and their families need to have the confidence that this 
care is reliable.  
 
Any definition for quality must focus on families and carers, as well as service users themselves, 
and be focussed on an assessment of outcomes, choice and control; take a rights-based 
approach; and be founded on assessing how services promote independence rather than simply 
meeting basic needs. 
 
There is a real dearth of information, ratings or peer-review mechanisms for social care, which 
the public now expect across most other aspects of life - from choosing childcare or schools, to 
choosing insurance or shopping online.   Consumers i.e. people who use care and their families 
need to have better information and where necessary, independent support, to be able to 
compare the quality of care and do so, sharing experiences, etc.  There is evidence that this 
drives up the quality of services in other areas and this is needed in social care where 
consumers are often worried about speaking out.  
 
There also seems to be a mismatch between the meeting of essential standards by services and 
the support experienced by older and disabled people. The cost and time pressures outlined 
above can mean that otherwise good quality services fall below expected standards as they are 
rushed or delayed. 
 
Comprehensible gradings based on inspections which measure excellence as well as minimum 
standards; and transparency through published user feedback and reviews could do much to 
drive up standards and quality and improve choice. Any ratings should also be sensitive enough 
to differentiate clearly between minimum standards, average and excellent services. This kind of 
quality framework would also drive leadership, rewarding quality through published user 
feedback and comparable ratings, and allowing service users to make informed choices.  
 
We also believe that standards should be tougher, and given a stronger legislative foundation – 
with a duty put on local authorities to deliver quality services. 
 
Local vs national 
 
We believe that quality standards must be national, as where you live is irrelevant to your 
expectations and need for quality. Different methods and costs may apply depending on the 
challenges presented by different localities, but this should not affect quality measurement. 
 
Whilst strategies for improvement may be more suited to a local context, we believe there is a 
role for national duties on local authorities to provide quality services, develop the workforce and 
stimulate the care market in order to provide sufficiency of supply of care services. 
 
Mechanisms for concern 
 
Users, carers and families currently often do not feel the mechanisms or ethos exists within care 
services to enable complaints or concerns to be easily expressed, or taken seriously. Often 
families also recognise that problems of quality are not the responsibility of the care workforce, if 
their workload is too high, and are therefore unwilling to complain for fear it will rebound on 
careworkers who are doing their best. While it’s remit is unclear, HealthWatch may be able to 
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provide an independent source of advice and advocacy to enable patients and service users to 
more easily make complaints regarding quality. 
 
In some cases, there are few effective routes for the complaints, concerns, or experiences of 
people using services to be heard and responded to. Nor do existing channels for concerns to 
be raised by others, for example members of staff, always work. The combination of these 
failures can be tragic as in the case of the residents of Winterbourne View. The various reviews 
into this will no doubt report on a wide range of factors involved, including relating to regulation, 
commissioning, clinical and operational management,  staffing and training issues. Above all it is 
vital that there is support and mechanisms in place to hear and ensure a response to the views 
of people using services. Ensuring effective independent advocacy is available to people who 
are most dependent on care services, who will otherwise find it hard to have their voices heard, 
is vital. We believe that Local Authorities (and NHS commissioning bodies) must extend the 
current statutory provision of advocacy to encompass people who are defined locally to be most 
in need of such support. 
 
Personalisation also presents challenges. If self-employed care workers are employed through 
direct payments, it can be unclear where users or families might register any concerns. In 
addition, budgets awarded to personal budget holders may have been calculated based on care 
costs which do not deliver high quality care. People using services and families end up making 
trade-offs between quantity and quality where purchasing good quality services may mean 
reducing the amount of care received. 
 
Impact of not acting  
 
The impact of not acting is several fold:  
 

• Disabled and older people’s human rights being infringed.  
• Disabled and older people not being able to have the same opportunities as others to 

live their lives, work, visit family, etc.  
• Disabled people being unable to maintain their independence and autonomy 
• Families who provide care experiencing higher stress, ill-health and leave 

employment in order to care.  
• A difficulty in getting people to invest in care or plan for care when it is poor quality.  
• A workforce which is not an attractive career option because of negative perceptions 

of care.  
• Private and voluntary organisations under contract to provide care will cease to 

provide it if commissioning arrangements are not improved.   Several voluntary 
organisations have reviewed whether to provide care because the level at which they 
could provide it falls below a quality standard which they feel is acceptable.   

 
Increased personalisation and choice 
 
Introduction 
 
Personalisation is at the heart of the Government’s strategy to increase independence and 
choice in care. In order for personalised support to give more control to service users, local 
authorities must ensure that users feel adequately supported and informed in choosing their 
care. It is more than just personal budgets or direct payments, but an attitude towards 
commissioning care and enabling people have care which fits around their needs and their lives.   
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With the Government’s target of an 100% take-up of personal budgets by 2013, increased 
resources are urgently needed to ensure that information, advice and advocacy are available to 
help service users make an informed choice.  
 
73% of families found that the care they purchased with direct payments was better at meeting 
the needs of the disabled or older people they are caring for than their previous services.1 
Despite this, more recent evidence shows that as the numbers of people taking up direct 
payments increases, the satisfaction rates of users has gradually declined due to a number of 
circumstances.2 There is growing evidence that the experience3 and outcomes4 for people who 
receive independent support to plan their own care is better than that for people who are reliant 
on Local Authority support to do so. In order for service users to receive a good quality, reliable 
service, local authorities must ensure that the following measures are in place:    

 
Recommendations: 
 

1. Local authorities should not make presumptions about how disabled and older people 
would like to receive personal budgets. Personalisation should always be driven by 
service users needs and preferences, rather than efficiency of ease of procurement. 

 
2. Councils must ensure that personalisation is responsive to individuals with fluctuating 

and progressive conditions. 
 
3. Personal budget allocations should allow for the purchase of sufficient good quality 

services to meet assessed needs. Many users face the choice between the amount of 
care they require and the quality of care they expect.  

 
4. Local authorities should allow personal budget holders the freedom to spend their 

budgets on a wide range of services, and ensure they have a flexible approach to 
unspent budgets. 

 
5. Despite the capacity for the shift to direct payments to reduce council administration 

costs, local authorities should not encourage moves onto direct payments on cost-saving 
grounds. Personalisation should be based upon what works for families, not upon what 
works for local authorities. 

 
6. Currently personal budget holders often have little choice as to what care to purchase 

due to an anemic care market. There should be a duty on local authorities to ensure that 
there is a sufficient supply of social care services. Local authorities should also ensure 
open access to information on quality care providers and should invest in independent 
advocacy and independent (non council managed) brokerage services.  

 

                                                 
1 Choice or Chore (2008), Carers UK 
2 State of Caring (2011), Carers UK 
3 Support planning and brokerage(2011): Final report from the support planning and brokerage 
demonstration project, Office for Disability Issues http://odi.dwp.gov.uk/docs/ils/support-planning-and-
brokerage-project-report.pdf  
4 National Personal Budget Survey results:  http://www.in-control.org.uk/news/news-archive/june-
2011/national-personal-budget-survey-results.aspx  (June 2011) 
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7. A system of open user reviews for care services should also be available, to ensure more 
open access to consumer information.   

 
The impact of not acting 
 

• An insufficient supply of suitable services will make the take up of direct payments 
impossible for those with complex and low incidence needs. 

• Insufficient resources are likely to limit the local authority’s ability to carry out regular 
assessments and provide a truly flexible service. This is likely to lead to an increase in 
inflexible block contracts, and inappropriate care arrangements, particularly for those with 
fluctuating conditions. 

• Without greater support for families and service users, independent advocacy and 
brokerage, the potential for people to use personal budgets as a mechanism to transform 
the experience of social care and people’s lives will be squandered and local authorities 
will be unlikely to meet personal budget targets.  

 
 
Ensuring services are better integrated around peop les’ needs 
 
Introduction 
 
Safe and personalised services rely on effective integration across health, social care, public 
health and other areas such as housing. However, budgetary pressures are currently deterring 
social care and health authorities from working together.    
 
There are currently high levels of unmet need in the social care system – we know that, of the 
two million older people with care-related needs, over 800,000 receive no formal support.5 It will 
not be possible to address this without ensuring greater integration across health, social care 
and public health. Integrated care can bring about essential benefits to patients and services-
users such as greater continuity of care, better outcomes from both health and social care and 
reduced inequalities. 
 
With financial pressures often deterring authorities from working together, in the longer term, this 
is likely to mean higher NHS costs as people’s support in the community breaks down and they 
are ultimately admitted to hospital. As such, the reform of social care funding is an urgent 
priority, and the maintenance of the status quo is a false economy. 
 
Recommendations 
 

1. More shared team working  
We are currently seeing very high personal costs to people with complex needs where 
there has frequently not been an integrated approach to their care. These people are 
more likely to fall into the gap between health and social care where the NHS and social 
care may dispute who is responsible for their care. In practice this has meant that 
decisions have been delayed and people have not received high quality care that meets 
their needs. 
Integrated services can achieve greater continuity of care and better outcomes where 
both health and social care are able to focus on the service-users’ needs. This will 

                                                 
5 Care in Crisis (2011) Age UK 
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provide service users with information about different services so they are able to 
exercise choice to achieve the outcomes that meet their needs. The Social Care Institute 
for Excellence gives an example of an integrated approach for people with dementia. For 
instance, assessment and support for carers can make the difference between someone 
continuing to live at home and their care arrangements breaking down. 
 

2. Health and Well-being boards take a lead in looking  at integration  
New structures have been and are being put in place that offer an important opportunity 
for an integrated approach. For instance, health and wellbeing boards will bring 
representatives from local authorities and clinical commissioning groups together, among 
others. They will be extremely well-placed to set joint outcomes and direct 
commissioners to pursue these. 
In order to do this, it is essential that health and wellbeing strategies are informed by 
Joint Strategic Needs Assessments. In turn, it will be important for health and local 
authorities to ensure that their health and wellbeing strategy informs services provision. 
 

3. Greater emphasis on pooled budgets  
Budgetary concerns are currently deterring authorities from working together as they may 
try to pass the costs of care and support on to another authority. Similarly, this has meant 
that some multidisciplinary teams have been removed, for instance, there have been 
reports that social care practitioners have been removed from primary care.6 

 
4. Legislation to strengthen duty to co-operate as rec ommended by the Law 

Commission  
 
5. A move towards a more open records and data sharing  system.  

This should have a particular emphasis on patients, disabled people, older people and 
families being able to access records, with support being provided when required, to help 
people understand and use the information. 

 
6. Integration which takes a more horizontal approach,  incorporating housing and 

other council services to ensure that services work  around people’s needs . 
 

The impact of not acting 
 

• If social services have been cut it will not be possible for health services to work with 
them to pursue these outcomes. Therefore, the government needs to reform social care 
funding to deliver a sustainable and high quality system, to ensure that services are in a 
position to pursue joint outcomes.  

 
Supporting greater prevention and early interventio n 
 
Introduction 
 
“Prevention is better than treating the symptoms, which is very expensive. Like putting 
ambulances at the bottom of a dangerous cliff instead of erecting a fence at the top” - 
Anonymous service user (Mind submission on reforming the care and support system). 

                                                 
6 Social care and clinical commissioning for people with long-term conditions, Social Care Institute for 
Excellence (2011) 
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The quote above neatly sums up one of the main failings of the health and care system. We 
have a system that is fundamentally reactive. Care services are hard-wired to treating people 
when they have reached crisis point. With 116 of 148 councils only funding care for residents 
with substantial or critical needs – a trend predicted to get worse in 2012/13 – we need a system 
of eligibility that maximises early intervention. 
 
Recommendations: 
 

1. Preventing diagnosis from being a catastrophe: The literature shows that for many 
adults, a new diagnosis or the onset of disability can be accompanied by a profound 
sense of shock. However, providing early emotional and practical support (including high 
quality information, advice and advocacy) can help individuals to self-manage their 
condition, ultimately leading to improved health outcomes7. Eye Clinic Liaison Officers 
and MS Specialist Nurses are just two examples of early intervention services that 
provide this type of support. There is some evidence to suggest information prescriptions 
can help people to feel more in control of their condition. 
 

2. Care and support following treatment:  Over a quarter of people living with cancer 
(26%) say that they feel abandoned by the system when they leave hospital following 
treatment. However, giving someone living with cancer the right advice and support to 
return to work following treatment improves their quality of their life, and can help 
emotional, psychosocial, practical and financial support needs from escalating. Economic 
modelling commissioned by Macmillan has shown that if just half of the breast cancer 
survivors who initially return to work but then leave were helped to stay in work, the 
economy could save £30 million every year. These savings would come from things like 
decreased benefits paid to patients, and an increase in income tax paid to the 
government.8 

 
3. Improving self-efficacy : Preliminary results from research with people with Multiple 

Sclerosis have shown that group-based interventions for the management of fatigue, 
such as cognitive behavioural therapies (CBT), can lead to significant improvements in 
peoples' perceived self-efficacy for 
managing the condition.9 Interventions like CBT not only help people with MS  
adjust to, and cope with their condition, but research suggests it can also reduce the 
condition's impact on their lives.  
 

4. Advanced care planning : East Sussex County Council piloted a care planning service 
for people with MS in 2010. It meant that when people experienced a relapse, they knew 
the support they had planned in advance would be available to help them continue in 
work or carry out their parenting responsibilities. It made the participants feel more 

                                                 
7 How to deliver high-quality, patient-centred, cost-effective care. The King’s Fund (2010) Pattenden J, 
Coulton S, Spilsbury K, Chattoo S, Cross B, Wadsworth V, Lewin B  
8 Demonstrating the Economic Value of Co-ordinated Cancer Services: An examination of resource 
utilisation in Manchester, Macmillan Cancer Support, March 2010, 
www.macmillan.org.uk/Aboutus/Healthprofessionals/Cancer_care_research/MonitorResearchinManchest
er-costeffectivecare.aspx 
9 Thomas PW, Nock A, Slingsby V, Galvin K, Baker R, Moffat N, Hillier C, Thomas S, Development and 
preliminary evaluation of a cognitive behavioural approach to fatigue management in people with multiple 
sclerosis, Patient Education Counsel. 2010 Feb; 78(2):240-249. Epub Aug 7 2009. 
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secure. 
 

5. Lifestyle changes : A study by the University of Sheffield shows a Stroke Prevention 
Action project in Hull helped stroke survivors to make simple lifestyle changes. The 
service users not only reported better health outcomes but improved wellbeing. A similar 
project co-ordinated by Portsmouth Hospitals Trust helped people living with Rheumatoid 
Arthritis to take up exercise. Early feedback from the 10 out of 10 programme has been 
extremely positive. 
 

6. Preventing isolation:  Telebefriending and peer support are increasingly well-evidenced. 
Age UK's 'A Call in Time' service matches up corporate volunteers with older people who 
are lonely or housebound. The evaluation demonstrates that the service has helped 
people to re-engage with the community and the world around them.  Other telecare and 
telehealthcare services have strong evidence to show that they can promote 
independence, support families better and prevent crises from developing.  

 
7. Improving advice, information, advocacy and self-ca re as a means of prevention   

 
8. Improving the evidence base of preventative service s: There is an urgent need for 

standardised tools to demonstrate outcomes.  
 
Creating a more diverse and responsive care market  
 
Introduction 
 
The social care market is worth £23 billion annually, of which £14.5 billion is public expenditure. 
Purchasers of care include self-funders, people in receipt of direct payments and local 
authorities as commissioners of care services. The number of people funding their own care if 
they can afford it (or not accessing care because of financial difficulties), is increasing as fewer 
people meet the eligibility criteria or means-test for local authority-funded care. 
 
As the Dilnot Commission found, members of the public are discouraged to plan and prepare for 
the cost of social care. They are also failing to access the services that best meet their needs 
and circumstances. Furthermore there is a high level of unmet need as services are not 
available – thus leaving disabled and older people either without services or with services that 
they do not want (for example, they may have to move into residential care when they would 
prefer to stay at home with domiciliary care) or having to rely on informal care.  
 
Over 1 million people have given up work or reduced working hours to care for ill or disabled 
loved ones. Without more support, families, business and the economy will lose an estimated 
£750 million and £1.5 billion a year in earnings because the social care system cannot support 
families to juggle work and care. 
 
Recommendations 
 
The Care & Support Alliance recommends the following priorities for action: 
 

1. A duty to require the local authority to take steps  to ensure that the market works 
in the interest of service users.   
This would support the overarching principle of social care promoting or contributing to 
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the well-being of the individual. A similar provision can be found in the Health and Social 
Care Bill in relation to Monitor (Clause 59)10. 
 

2. A duty on local councils to take steps to ensure th at people, including self-
funders: 

 
• have a choice of good quality local support, and  
• enjoy stability and continuity of provision.  

 
This should be done through developing – or reviewing - a clear commissioning strategy 
in co-production with service users (self-funders, direct payment recipients and personal 
budget holders, people who receive care from the local council). The strategy should 
include a local market position statement, in partnership with service users, care 
providers, other local authorities (NHS in  
particular) and the voluntary sector. Opening up entry to the market to micro-businesses, 
including user-led organisations and disabled people-led mutuals, will provide an 
incentive to the local economy as well as introduce innovative ways of providing care and 
support to meet people’s needs in the way that enables them to lead full lives and realise 
their potential.11 

 
3.   A duty on local councils to provide information, ad vice, assistance and advocacy 

services in their area.   
Not only will this ensure that members of the public spend their money in the most 
effective way, but it will also mean that disabled and older people and their families who 
wish to relocate to a new area will be able to arrange their new care package without 
disruption. This duty needs to clearly apply to all users and potential users, including self-
funders. This is important as there is a range of interpretations of what the current 
statutory responsibility entails, with some councils not acknowledging a duty towards all 
service users, including self-funders, and others not. 
 

4. An analysis of how the care market could work to st imulate growth in local 
economy and the UK economy  

 
The impact of not acting 
 

• Failure to meet disabled and older people’s needs because services are not available or 
not fit for purpose puts local authorities at risk of breaching basic human rights, including 
the right to be free from inhumane or degrading treatment (Article 3 Human Rights Act). 

• Failure to provide home-based or community-based services or lack of information, 
advice, advocacy and support may push disabled and older people into residential care 
which is more costly than domiciliary care.  

                                                 
10 http://www.publications.parliament.uk/pa/bills/lbill/2010-2012/0092/lbill_2010-
20120092_en_10.htm#pt3-ch1-l1g59 
11 See also SCIE Report 40: Keeping personal budgets personal: learning from the experiences of older 
people, people with mental health problems and their carers; available at 
http://www.scie.org.uk/publications/reports/report40/keyissues/improvingsupplyofservices.asp: “Alongside 
changing their internal systems, local authorities and trusts do need to take a more active role in 
encouraging the development of provider services, so that personal budget holders have a range of 
services and support options to choose from.” 
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• Failure to create a flexible, responsible care system that has regard to the right of 
disabled and older people to lead their lives in dignity and with autonomy will exacerbate 
the waste of resources, meaning that public and private money is spent ineffectively and 
people are driven into poverty. 

 
The role of the financial services sector in suppor ting users, carers 
and their families 
 
Introduction 
 
Under the proposals of the Dilnot Commission, the financial services industry clearly has an 
important role to play in helping people to fund the cost of care. The Dilnot proposals, which 
suggest capping personal financial liability for costs of care to £35,000, have created a welcome, 
more defined space for development of care products.  
 
A key question for the Government is the extent to which the Dilnot proposals will encourage the 
financial services industry to develop new care products. These include insurance to cover a 
number of liabilities, as well as other ways to help people use their wealth, such as equity 
release and care annuities. To date the market for these products has been limited and there is 
currently no provider offering pre-funded care insurance.  
 
Some people are critical of the levels of quality within the current care system and may therefore 
resent paying into a care fees product which wouldn’t necessarily guarantee them a better 
standard of care. Alongside this, there are often conflicting demands on individuals when they 
plan their retirement saving. For many people saving for a pension is itself difficult and 
investment in further financial products for retirement is not seen as a priority. There is also a 
lack of certainty over the future state provision of care and issues around the longevity of the 
products, for example, ongoing difficulties accessing capital over the long-term and 
unpredictability of risk when pricing products. 
 
Recommendations 
 

1. The recommendations of the Dilnot Commission go some way towards mitigating against 
the effect of barriers to the development of financial products. In particular they have 
been widely welcomed for setting out a clearer offer between the state and individuals 
about current liabilities for care fees. This alone would help the general public understand 
the care system better and plan ahead financially and practically for any future needs. A 
defined liability on individuals with the state taking the burden of the catastrophic costs 
for care is also beneficial to the insurance industry in their consideration of pricing and 
premiums. This cap means that they know their cover will be capped and they are 
protected from what Dilnot calls the ‘tail’ – those few people who need expensive 
residential care for many years. 
 

2. People need to be better informed about the need to plan for care throughout life, and 
encouraged to save for later life. But because of the risk of damaging pension saving, 
Government should concentrate on stimulating the market for products that people can 
buy at retirement or at point of need (e.g. immediate needs annuities, disability linked 
annuities, a more competitive and diverse equity release market). 
 

3. Financial products should be measured against a number of key tests: 
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• Does the product enable and encourage people to get the type of care they need? 
• Is it ‘fair’ and appropriately regulated? 
• Is the claims mechanism administratively efficient and fair to the individual? 
• Is there a good fit between funding and supply of care? 
• Does the product complement or conflict with pension saving? 
• Is there access to advice to deal with trade-offs between private and state-funded 

care, and between different types of financial product?  
• Is there a seamless boundary between private and state-funded care? 
• Does the product, combined with state provision, provide adequate certainty to plan 

ahead? 
 

4. Future predictability would also be increased if the state committed to a model of care 
with capital limits or thresholds that increase in line with a set measure of inflation. This 
may help insurers price their products and individuals calculate affordability. 
 

5. A national awareness campaign is crucial to highlight the care and support system, and 
the introduction of a more comprehensive national advice service for care would both 
help. The information would need to cover all aspects of the system, including what care 
services are available and how to pay for them. 
 

6. Products should not restrict the type of care purchased by an individual. This will help 
support people to make positive choices about their care, aligning services with the 
personalisation agenda which will continue to be a feature of state and private care 
provision in the future. If the Government wishes to encourage earlier access to 
preventative domiciliary care, any financial solutions should reflect this by, for example, 
paying out limited benefits at an early stage. 
 

7. One possibility that has been proposed for the pre-retirement market is a ‘convertible’ 
critical illness policy with the option to convert to long-term care insurance at retirement 
without requiring medical underwriting. This would be cheap in the pre-retirement stage 
and would allow people to pool the risk of developing a condition likely to require care. 
However, it would also tie individuals in to one company on a long-term basis and 
therefore reduce competition. If these products are developed, the Government and 
regulators should consider how to compensate for reduced competition in the long-term 
care insurance market – for example, by requiring minimum standards. 
 

8. Access to holistic advice via a range of channels should be made much more 
straightforward. This should cover an individual’s rights and entitlements to services and 
what is provided by the state as well as detailed financial advice about the products 
available and their benefits. Financial advice about care products should continue to be 
regulated. Free non-regulated advice and advocacy must be available to all care users, 
including self funders. 

 
9. A model similar to the Association of British Insurers’ ‘three generations’ model could be 

implemented. Products could be developed for particular consumer categories: older 
people requiring care immediately, those at retirement, and people who are still working. 
However, due to the potential compromise of pension savings in younger people the 
market area with the maximum growth potential is probably in the older generations; 
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those planning for retirement or those with immediate needs.   
 

10. There is also a Government role for regulation of care fees products. Any new products 
coming onto the market must be ‘fair’ and properly regulated. Previous long term care 
insurance products which featured non-guaranteed premiums effectively undermined the 
role of the product in risk-pooling, as much of the risk was passed back to the 
policyholder through increased premiums.   
 

11. The Care & Support Alliance also recommends that the Government is extremely 
cautious about any suggestion of ‘light touch’ regulation for care products or care advice. 
We argue that these products are not suitable candidates for light touch regulation. The 
importance of ensuring that the products designed to serve this market are properly 
regulated from the outset cannot be over-stressed. 
 

12. Although it is appealing, designing a single assessment process for use across all Local 
Authorities and insurance companies may not be possible. The purpose of a care needs 
assessment is very different from an insurance claims process. The care needs 
assessment must continue to be driven by its social purpose and be founded on statutory 
rights to services. This assessment also considers issues that are wider than 
straightforward care needs, covering dignity, relationships, independence and activity, 
issues which might not be covered as part of an eligibility assessment for an insurance 
product which may be looking more directly for care-related needs. 
 

13. Finally a care fees product can be made more attractive by assisting and encouraging 
the individual when they access care, rather than presenting as an additional barrier. 
Schemes need to avoid disruption and distress when an individual moves between 
different sources of funding, eg between Local Authority and insurance funding. 

 
The Commission on the Funding of Care and Support 
 
Following the publication of the commission’s report, the Alliance particularly welcomes 
recommendations for: 
 

• Greater resources to the adult social care system 12 in addition to the cost of the cap 
and the raising of the means-test threshold (£1.7 billion). The Care & Support Alliance 
welcomes this clear recognition that additional resources are needed both to meet 
growing demand and unmet need, and to raise standards. 
 

• A £35,000 cap on individual’s lifetime contribution  to adult social care costs , so 
that, where an individual’s costs exceed £35,000, all further care costs would be paid by 
the state.  
 

• A ‘zero cap’ on disabled adults under 40, followed by a tiered cap –  individuals who 
have existing care needs or develop them between 18 – 40 would receive state-funded 
care. Between 40 and 50 the cap would be £10,000, rising to £35,000 by 65.  
 

• Raising the means-test threshold to £100,000 – this currently stands at £23,250. 
Individuals with savings, income or assets over £100,000 would be liable for care costs 

                                                 
12 Fairer Care Funding (2011) The Commission on Funding of Care and Support 
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up to the £35,000 cap, but those below the threshold would qualify for state-funded care. 
 

• A national system of eligibility and assessment:  Through increasing the portability of 
assessments and implementing standardised charges for care at home across local 
authorities, much of the uncertainty which faces individuals and families would be 
minimised. It will be crucial for the Government to consult on the setting of a national 
eligibility threshold. 
 

• A new awareness, advice, information and advocacy s trategy for families to help 
them plan for care and access private, state and voluntary sector support when care 
needs arise. 

 
The Caring for our Future asks several questions ab out the report from the Commission 
on the Future Funding of Care and Support.  
 
These are:  

• What would be the impact of a cap and extended means test on individuals, carers and 
their families? 

• What would be the impact of national assessment and eligibility? 
• What would be the impact of deferred payments? 

 
Aligning costs to resources: 
 

• What would be the impact of increasing the cap to £50,000 or higher? 
• What would be the impact of including housing assets in the domiciliary care means test? 
 

Recommendations from discussion 
 
The consensus from members of the Care & Support Alliance is that the care system is in crisis 
and urgently needs more funding. There is a shortfall in funding and an overall lack of 
transparency in how the system works. 
 
The introduction of a cap and the extended means te st 
 
There was strong support for the introduction of a cap and extending the means-test as set out 
in the Commission’s report. It was agreed that a cap would help people understand their 
responsibilities and plan for future care needs – though information on how the system works is 
also an essential ingredient. 
 
The cap is not a complete solution to many of the difficulties with the social care system: 
although capping costs brings many benefits, it by no means marks all that is needed for social 
care reform. The belief is that a cap could help encourage prevention by helping people to plan 
for their care needs and encouraging them to spend earlier, although it is noted that a cap may 
weaken the incentive of local authorities to spend on preventative measures. However, the 
introduction of insurance products and companies to cover cap costs could bring a heavier focus 
on prevention.  
 
There is no doubt that a cap will lead to a range of behaviours that are hard to predict, and 
Government should look at consumer testing to evaluate reactions to a capped system. With a 
capped system, as the Commission set out, the impacts would be different according to age, 
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gender and disability. For example, different cohorts will have different levels of housing and 
pension wealth – future retirees may be poorer than the current generation. It was suggested 
that a cap would not lead to people spending up to the limit quickly in order to secure free care: 
the reverse tends to be true. 
 
A key issue for the cap will be the point at which the “metering” of care costs starts.  Government 
would need to ensure that measures were in place to prevent local authorities from delaying 
assessment or tightening eligibility over time in order to delay the point at which the public purse 
would start to pay for care.  
 
National eligibility and assessment  
  
Alliance members had strong support for national eligibility and assessment: believing it would 
help people understand their responsibilities and to plan and prepare; it would lead to greater 
consistency both within and across local authorities; and, depending on where the eligibility 
threshold is set, it would ensure councils do not just target critical needs. This should also aid 
the portability of assessments. 
 
Despite this, there is a risk that with national eligibility set at ‘substantial’, a system could be 
created that is overly focused on high level needs at the expense of more preventative, universal 
services. 
 
Although national eligibility would give people clarity about what they are entitled to, it should not 
do this at the expense of local authority discretion and flexibility in the way it prioritises certain 
aspects of care. It would also make a national awareness campaign around social care and 
planning for care easier as people would understand the role of the state, and what their 
personal role and responsibilities. 
 
National eligibility is likely to help the development of financial services by providing a clear basis 
for partnership between local authorities, financial services companies and the voluntary sector. 
 
Deferred payments  
 
Universal deferred payments would give people additional choices and flexibility in meeting their 
care costs and there was strong support for them. However, they have limitations: they would 
have minimal impact on the rest of the system – for example on prevention and personalisation; 
and while they prevent people from having to sell their homes to pay for care, they do nothing to 
protect the value of people’s assets. A question was also raised by some members whether 
deferred payments could be used to release small amounts of equity from the home to spend on 
prevention. 
 
Higher cap  
 
A higher cap would place greater burdens on individuals and on their carers and a significantly 
higher cap about be less effective. A much higher cap would also lead to a disproportionate 
impact across different parts of England with those in the North more likely to lose a greater 
proportion of their assets which relate to housing assets.   
 
Home in the means test for domiciliary care 
 
Alliance members were against any introduction of the value of the home being introduced into 
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the means-test for domicilary care, noting that this would represent a retrograde step for many 
disabled and older people and their families. They felt that individuals and their families would be 
strongly disincentivised from using domiciliary care and that it could lead to individuals not 
having care when they need it. Some members also felt that would increase the incentive for 
service users to move into residential care.   
 
It was felt that living in the community with housing assets was a different issue to residential 
care where the location of a home is exchanged. Additionally, it was felt that implementation 
would be particularly complex and negative if the property were held in joint ownership or had 
dependents living there. 
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