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1. What are the priorities for promoting improved 
quality and developing the future workforce?  
a. Should there be a standard definition of quality in adult social care as quality can often be 
interpreted differently? What do we mean by it and how should it be defined? How could we 
use this definition to drive improvements in quality?  
b. How could the approach to quality need to change as individuals increasingly fund or take 
responsibility for commissioning their own care? How could users themselves play a stronger 
role in determining the outcomes that they experience and designing quality services that are 
integrated around their personal preferences?  
c. How could we make quality the guiding principle for adult social care? Who is responsible 
and accountable for driving continuous quality improvement within a more integrated health 
and care system?  
d. What is the right balance between a national and local approach to improving quality and 
developing the workforce? Which areas are best delivered at a national level?  
e. How could we equip the workforce, volunteers and carers to respond to the challenges of 
improving quality and responding to growth in demand? How could we develop social care 
leadership capable of steering and delivering this?  
f. How could we improve the mechanisms for users, carers and staff to raise concerns about 

the quality of care? How could we ensure that these concerns are addressed appropriately? 

A,B and C) A good quality service is difficult to define, but should be driven and measured by the 

views of users and carers. Achieving quality care has been set back by over complex targets that 

have been centrally imposed, further negatively impacted by constant externally driven 

organisational and inter organisational change. A lot of resources have gone into the process of 

collecting data (often the wrong data) and manipulating the "ill fitting" data to fit the systems of 

data collection. Even worse has been the impact on practice and the patient / service user and carer 

experience, as priorities have been centrally determined. The demands for this data have seen an 

exponential growth in planning / information and performance departments and an exponential 

growth in the amount of data that front line staff have to collect in order to feed the demand for 

data. The demands for data have also fuelled a boom in the data software industry, with local 

authorities, NHS and social care providers being forced to either develop or buy in expensive data 

recording systems, with the subsequent on-costs of IT staff to support the process. Information from 

BASW members and the Munro report indicates that the IT systems are actually dictating the way 
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people work and reducing their ability to use their professional judgement and reflect upon the work 

they are doing. Where there has been an attempt to look at outcome data the focus is mainly on one 

bit of the patient / service user experience, not of the wider patient / service user and carer 

experience of a pathway. Quality should be assessed against principles and should be jointly 

determined by the views of the users of services and practitioners. 

The impact on quality of individual budgets on service users and carers is an issue that has not been 

sufficiently researched.  (See Carr, S., Robbins, D., (March 2009) The implementation of individual 

budget schemes in adult social care and Glendinning, C. et.al (February 2009) The Individual Budgets 

Pilot Projects: Impact and Outcomes for Carers Working Paper No 1902 DHP). The issues raised in 

these studies is particularly pertinent with the implementation of austerity measures in health and 

social care. Individual budgets, that include health service money are particularly embryonic and if 

these are to be extended significantly require rigorous examination of the impact on the individual 

and collective service user / patient and carer experience, as well as overall cost analysis. 

D) and E) and F)The balance between a national and local approach to improving quality has been 

over reliant on national systems for improving quality. The failures of national inspection systems is 

evidence for this. Social care inspection used to be locally based and role of of the inspector included 

supporting providers with service improvement. The demise of local inspection left a vacuum, which 

has partly been filled by local contracting departments, which utilise local intelligence, including 

workforce and service user and carer intelligence. The role of national organisations should be to act 

as advisors to local inspection units, including advising on the importance of including in inspection 

the impact of funding levels on providers. Similarly the role of centrally based workforce 

development units should be advisory to locally based organisations. Key to quality at a local level is 

the "softer, relational aspects of partnerships. "Placing duties on local leaders to collaborate may 

send a strong message, but... it is unlikely to produce the more informal conditions that local leaders 

feel are most important. (Where next for health and social care integration. Primary Care Trust 

Network NHS Confederation Discussion Paper June 2010 Issue 8). Local managers need freeing up to 

develop leadership skills and the freeing up of resources by abolishing centrally driven services 

should be used to enable local leaders to work with users and carers to engage with and tackle local 

issues of quality, including workforce development. User and Carer involvement in engagement and 

monitoring quality is essential, but again local ways of achieving this should be developed. Finally 

one can not ignore the impact of contracts and resources on quality of care. The commissioning 

decisions that some local authorities are imposing on providers, particularly in older persons care 

will lead to poorer quality care. (ECCA welcomes High Court ruling on care home fees 

http://www.carehome.co.uk/news/article.cfm/id/1555164/ecca-welcomes-high-court-ruling-on-

care-home-fees 

The UKHCC has repeatedly warned that standards of care are driven by council commissioning 

decisions and overall funding levels. Service users' dignity and safety were being put at risk by 

council cuts, a survey by the United Kingdom Home Care Association found earlier this year. 

http://www.communitycare.co.uk/Articles/22/11/2011/117804/CQC and the Equalities and Human 

Rights report on Home Care concludes that commissioning is substantially to blame for the findings. 

http://www.equalityhumanrights.com/news/2011/november/home-care-often-fails-to-meet-older-

peoples-basic-rights-says-inquiry/ 

http://www.carehome.co.uk/news/article.cfm/id/1555164/ecca-welcomes-high-court-ruling-on-care-home-fees
http://www.carehome.co.uk/news/article.cfm/id/1555164/ecca-welcomes-high-court-ruling-on-care-home-fees
http://www.communitycare.co.uk/Articles/22/11/2011/117804/CQC
http://www.equalityhumanrights.com/news/2011/november/home-care-often-fails-to-meet-older-peoples-basic-rights-says-inquiry/
http://www.equalityhumanrights.com/news/2011/november/home-care-often-fails-to-meet-older-peoples-basic-rights-says-inquiry/


 
 
The tragedy at Winterborne view is another example of poor commissioning.  

If the policy direction continues to be that more and more services are commissioned, albeit by GP 

consortia or local authorities, or by joint commissioning the requisite resources to support effective 

commissioning at a local level, including meaningful engagement of service users and carers, needs 

to be employed. In the last decade there has been an increase in commissioners who have little or 

no experience of health and social care, recruited from the manufacturing sector. The result has 

been instances of macho contracts that have driven some providers to unethical practice. 

2. What are the priorities for promoting increased 
personalisation and choice?  
a. How could we change cultures, attitudes and behaviour among the social care 
workforce to ensure the benefits of personal budgets, including direct payments, 
are made available to everyone in receipt of community based social care? Are 
there particular client groups missing out on opportunities at the moment?  
b. What support or information do people need to become informed users and 
consumers of care, including brokerage services? How could people be helped to 
choose the service they want, which meets their needs and is safe too? How 
could better information be made available for people supported by public funds 
as well as those funding their own care?  
c. How could the principles of greater personalisation be applied to people in 
residential care? Should this include, as the Law Commission recommends, direct 
payments being extended to people [supported by the State] living in residential 
accommodation? What are the opportunities, challenges and risks around this?  
d. How could better progress be made in achieving a truly personalised approach 

which places outcomes that matter to people, their families and carers at its 

heart? What are the barriers? Who has responsibility and what needs to change 

(including legislative)? 

2a). There is a dangerous policy statement contained in the statement.  "The benefits of personal 
budgets are made available to everyone in receipt of community based social care?" Some local 
authorities are interpreting this as "all" service users must be in receipt of  personal budgets, rather 
than be offered the choice. Even an arch proponent of personal budgets, The Centre for Welfare 
Reform, acknowledges that personal budgets are not suitable for everyone, particularly those with 
complex needs and without significant family or community support. (Older people and people with 
complex mental health problems are two service user groups where there a great challenges to 
implement personal budgets).  Another key area is that infrastructure support for people in receipt 
of personal budgets needs to be in place and there is great variation in this. This however needs 
local solutions, not a one size fits all as some of the best infrastructure support is provided by local 
service user driven charities. The coalition Government in their manifesto stated that they wanted to 
abolish top down targets, yet far from abolishing the previous Government's target of 30% of service 
users should receiving a personal budget this has been ratcheted up to 100% by 2013. Local 
authorities are committed to rolling out personal budgets where it is right to do so, however 
because of the targets some are now busy devising ingenious methods to meet this target, for 
example by making it appear that someone is receiving a personal budget, whereby in reality the 
budget is a "proxy one". For example people are asked if they would like a personal budget, they are 
told that the service that they will be allocated is worth x amount per week and they can opt for the 



 
 
service to be continued in the way that it runs. If the service user says yes then this can count as a 
personal budget for statistics. 

In terms of cultural attitude most social workers are very pro personalisation, however they 
recognise that: there needs to be user choice as to take up, that infrastructure needs to be in place, 
that communities will vary greatly in their capacity to support individuals and that the over 
bureaucratic case management processes, including Resource Allocation Systems, and the de-
professionalisation of staff that is taking place in some localities militates against successful roll out. 
(http://www.basw.co.uk/countries/england-blog/evaluation-of-nine-adult-social-work-seminars-
20102011/) 
b) Information access is a challenge and a multi-method approach needs to be employed. This 
should include ensuring that there are professionals who can give independent advice, advice from 
peers and carers is also valuable. It also needs to be recognised that the time needs to be right for 
people to receive and absorb information therefore access to information should not be confined to 
one off information giving 
c) The principles of personalisation - treating people as individuals and with respect is fundamental 
to good quality residential care. There is a danger that imposing a structure of individual budgets will 
get in the way of personalised care in a residential setting. If personal budgets are to be tried in 
residential care then it is essential that it is properly piloted and independently evaluated and that 
attention is also given to the impact on people who are not on individual budgets. The true 
transaction costs of introducing a potentially more complex system also need to be included in the 
evaluation. Individual budgets will not achieve personalisation if the level of the budgets is below 
the economically viable price for the provider. 
d) Constant change, including service re-organisation and system re-organisation will not enable 

personalisation to flourish. Personalisation is not only about individual budgets and direct payments, 

it also should be fundamentally an approach that puts the needs of the service user a the centre of 

service provision. Externally driven targets get in the way of that fundamentally sound approach. 

There needs to be the equivalent of the scheme to abolish road signs, whereby the counter intuitive 

decision to remove all road signs was made in a town in Germany in order to reduce accident rates. 

It worked spectacularly as all road users took on personal responsibility for safety. (Independent 

September 17th 2007). The equivalent in social work is giving social workers and other professionals 

permission to be able to develop and act professionally. Close working between professionals and 

service users and carers - both users and non-users of services is fundamental in learning the lessons 

of personalisation. This needs to develop organically, without top down imposition. 

3. How can we take advantage of the Health and 
Social Care modernisation programme to ensure 
services are better integrated around people’s 
needs?  
a. What does good look like? Where are there good practice-based examples of 
integrated services that support and enable better outcomes?  
b. Where should services be better integrated around patients, service users and 
carers – both within the NHS, and between the NHS and local government 
services, in particular social care (for example, better management of long term 
conditions, better care of older people, more effective handover of a person’s care 
from one part of the system to another, etc)?  



 
 
c. How can integrated services achieve better health, better care and better value 
for money?  
d. What, if any, barriers to integration should be removed, and how can we 
incentivise better integration of services at all levels?  
e. Who needs to do what next to enable integration to be progressed in a 
pragmatic and achievable way?  
f. How can innovation in integrated care be identified and nurtured? 

Aspects of the modernisation process are to be applauded - for example the emphasis on closer to 

the patient / service user and carer and the concomitant proposed reduction in centrally driven 

targets However there are considerable concerns about the huge potential disruption to services of 

the "transformation", particularly unrealistic timetables coupled with the implications of huge 

budget reductions in both health and social care. People run the NHS and Social Care and great 

thought needs to be given to the impact on them of the changes. If staff are experiencing change 

fatigue, worry about job security and significant job changes then the "transformation" - rightly or 

wrongly will not work. It is essential to recognise the impact on relationships between organisations 

as well. It takes time to develop trust between organisations, particularly if there are different 

cultures and if there are arguments about budget allocation. One should be wary of examples of 

good integrated outcomes as a lot of the "research" makes unwarranted success claims. (Discussion 

Paper 8 Primary Care Trust Network June 2010 

http://www.nhsconfed.org/Publications/Documents/health_social_careintegration180610.pdf 

 and Skills for Care various papers: 

http://www.skillsforcare.org.uk/workforce_strategy/new_types_of_worker/partnership.aspx 

Discussion paper 8 highlights that it is important to recognise that integration is a process, 

something you do in order to achieve something, not an objective in itself. That paper recognises 

that locally different structural solutions are possible, from a range of models. Varying from a fully 

integrated PCT and Local Authority that has formed a single integrated legal entity, through to Local 

Authority and NHS meeting statutory requirements for formal partnership working, but where 

coordination is largely informal. Integration between local authorities and health is most established 

in mental health services, particularly Community Mental Health Services. In recent months there 

has been a significant breaking off of partnership agreements between local authorities and health 

departments. (http://www.communitycare.co.uk/Articles/22/08/2011/117336/Councils-

withdrawing-social-workers-from-mental-health.htm) 

The reasons for this are at the time of writing being unearthed, however a common issue seems to 

be concerns by local authorities about the quality of services within some health trusts, budget 

priorities and also concern that social workers and social care services are marginalised, particularly 

as cuts occur. Another concern is that Payment By Results appears to be incompatible with 

personalisation principles. In terms of delivery some local authorities have cancelled the legal 

partnership, but continue to offer co-location of services. Local authorities are also concerned that 

partnerships between health and social care can fail to recognise the equally important partnerships 

between social care and housing, leisure, community services and independent providers. In some 

cases disaggregation has occurred it has been the MH Trust ending the agreement - citing payment 

by results and incompatible IT systems and the need to ensure ever specific data collection for 

http://www.nhsconfed.org/Publications/Documents/health_social_careintegration180610.pdf
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commissioners. Whichever partner is the lead in this rapidly increasing process of disaggregation it is 

notable that despite the rhetoric of the DoH in its policy papers it appears to have done nothing in 

reality to stop the trend. There is also significant concern that the emphasis on structural legal 

entities fails to recognise the importance of preventative services in the community and services for 

people with mental health problems that do not fall into the acute or serious / enduring categories. 

The advent of GP commissioning is also raising the possibility of considerable changes in the way 

that services are commissioned and delivered locally and raises the possibility of new models of 

partnership. However we ought to be concerned about the implications of the trend to 

disaggregation in mental health. Much positive work has been achieved to benefit the patient / 

service user and carer by integrated mental health teams, which utilise the skills of a diverse range 

of professionals. At the same time that disaggregation is taking place integration between adult 

social care and community health services is taking place in some places. For these to be successful it 

is essential that they learn some of the lessons from mental health and learning disability services 

about what works and what can go wrong. From a social work perspective, but this applies to other 

professionals as well, integration should not equate with role ambiguity, rather the importance of a 

range of professionals should be recognised, with the structures created to maintain professional 

identity and deal with potential inter professional dissonance. It is also important to maintain 

professional identity in order that challenge can be made, this particularly applies to the mental 

health act, where AMHP's need to be able to make a fully independent and professional assessment. 

This consultation raises the questions of how integration to be progressed in a pragmatic and 

achievable way and how can innovation in integrated care be identified and nurtured? The key 

words are pragmatic and achievable. Top down integration will not work and there are likely to be 

various local models, all of which could achieve the outcomes. It may well be that formal integration 

does not occur. One of the problems of integration is that there are always going to be boundaries 

with other services. For example if health and social care are integrated, then housing and 

community services are likely to be a boundary, similarly adult and children's services. The solution 

of a ministry of the people, where everything is integrated would not work because of complexity 

and size.  Where there is structural integration, as there has been in Northern Ireland for many 

years, there are still departments and arguments about spend between departments. The Health 

Service itself is another demonstration of integration. Lots of different professions and functions co-

exist within say a hospital or community trust. The fact of integration doesn't mean that there is no 

inter-professional or intra-professional rivalry. The key is constant vigilance about outcomes for 

service users and carers / patients, so that pathways run seamlessly. 

4. What are the priorities for supporting greater 
prevention and early intervention?  
a. What do good outcomes look like? Where is there practice-based evidence of 
interventions that support/enable these outcomes?  
b. How could organisations across the NHS and Local Government, communities, 
social enterprises and other providers be encouraged and incentivised to work 
together and invest in prevention and early intervention including promoting 
health and wellbeing?  
c. How could we change cultures and behaviour so that investment in prevention 
and early intervention is mainstream practice rather than relying on intervention at 



 
 
the point of crisis? How could we create mechanisms that pay by 
results/outcomes?  
d. How could individuals, families and communities be encouraged to take more 
responsibility for their health and wellbeing and to take action earlier in their lives 
to prevent or delay illness and loss of independence? How could we promote 
better health and wellbeing in society?  
e. How could innovation in prevention be encouraged, identified and nurtured? 

Good outcomes need to be defined by patients, carers and service users, working together with 
commissioners, inspectors and professionals and need to take into account wider outcomes than the 
particular part of the service that is being examined. Excellent outcomes can be achieved in one part 
of a service - for example End of Life Care, but this could be at the expense of outcomes for 
prevention if resources are moved from the prevention budget to the "End of Life Care Budget". As 
discussed above one needs to be careful of evidence from particular services of success because of 
the potential for managers to promote their own services.  
Investing in prevention and early intervention always has been and always will be a challenge unless 
there is an overall increase in resources. Where resources are scarce hard decisions need to be taken 
about rationing and resource re-allocation. Moving responsibility to GP's will not solve that 
equation. Money going into prevention and early intervention has reduced as local authorities have 
cut community services and at the same time have had to face an increase in demand from the 
community because of increasing unemployment and poverty. The old equation one has to invest to 
accumulate is going to be a real challenge. Investing in communities is often a long term issue, 
where many years can elapse before there are improved outcomes. For example the link between 
low birth weight and reduced morbidity in adults. Commissioning needs to be as local as possible, 
tapping into community organisations and resources and avoiding where possible complex and 
expensive tendering processes that can lead to regional or national organisations winning contracts, 
but not being able to deliver on the local agenda. 
The mantra of Payment by Results is tempting as a way of delivering services; however there are 
problems with this methodology. Firstly it can lead to the wrong outcomes being identified as 
"softer" outcomes are harder to measure and secondly it can easily lead to a distortion of evidence 
as providers and commissioners become obsessed by pre-determined outcomes. 
Getting communities to change their culture and behaviour is complicated, however we know 
extensive evidence that more equal societies do better on lots of indicators, including mental and 
physical health, crime and the consequences of crime.  These factors were clearly identified in 1980 
by the Black report and the lessons from that report have yet to be learnt. (Dorling, D. 2009 Injustice 
and Social Inequality and So You Think You Know About Britain 2011). Therefore there needs to be 
national and local policy changes to reduce inequality. At a local level it does not mean that there 
cannot be local action to encourage people from taking more responsibility for their own health, but 
without central Government policy to reduce inequality success will be limited. Investment in 
community cohesion, as opposed to cuts in community services can and does pay dividends, but 
only in the wider context of recognising the impact of inequality on prevention and also access to 
services and how these local achievements needs to be determined locally. An example of this is the 
enhanced minimum living wage campaign in London and policies by some local authorities only to 
contract with suppliers who commit to paying a living wage.   
 

5. What are the priorities for creating a more diverse 
and responsive care market?  



 
 
a. How would you define the social care market? What are the different 
dimensions we need to consider when assessing the market (e.g. type of 
provision, client group, size of provider, market share)?  
b. How could we make the market work more effectively including promoting 
growth, better information for commissioners (local authorities and individuals), 
improved quality and choice and innovation?  
c. Does there need to be further oversight of the care market, including measures 
to address provider failure? If so, what elements should this approach include, 
and who should do it?  
d. Looking to the future, what could be the impacts of wider reforms on the 
market? What possible effects would the following have on the market: the 
recommendations of the Dilnot Commission’s report, the roll out of personal 
budgets and direct payments, and the drive to improve quality and the workforce? 
 
The concept of a social care market originated in the reforms of the 1980's culminating in the 
Community Care Act 1990. The creation of a market place for social care was seen as the mechanism 
for increasing choice, range and quality. Most social policy in the last 20 years has gone on to 
encourage the market model. The current position is complex. There has indeed been a significant 
increase in the amount of provision, nearly all of it in the private sector. Accurate figures on the 
scale of provision and the proportion of purely private spend compared to public spend is difficult to 
estimate. Laing and Buisson estimate that approximately 40% of the older person’s social care 
market is purely private,(cited in Rewards and Incentives research 2009).  
http://www.skillsforcare.org.uk/research/research_reports/RewardsandIncentivesResearch.aspx 
There has been a marked trend in service provision for smaller companies to be bought out by larger 
companies, which many in the social care sector have had significant concerns about, particularly as 
some well-known providers are now owned by venture capital companies. Such companies are 
much better than smaller providers at creating the illusion of quality, because of their investment in 
staff who can write quality strategies and policies. Examples that have hit the headlines have been 
Southern Cross and Winterborne View (Part of Castlebeck). The impact of large providers and 
market failures must be a concern. The commissioning process has identified a small number of 
people who are deemed to be expert at commissioning and information from BASW includes 
evidence that much commissioning takes place in isolation from those who understand services, 
particularly service users and carers, and social work staff who micro commission. Commissioning 
needs to be established as a partnership with relevant stakeholders. 
Developing the social care market requires a number of strategies. 1. There needs to be more 
sophisticated commissioning that engages users of services and also utilises the skills and knowledge 
of providers. 2. Price cannot be the only consideration in commissioning. There needs to be evidence 
that providers understand local factors and are able to engage with stakeholders, that they know the 
service user groups and recognise and are committed to providing good quality care which respects 
human rights and treats people with dignity. 3) Partnerships with providers need to be established 
to engage them and encourage innovation and participation. This is a model that the Body Shop 
implemented in the 1990's. Workforce development is a particular area that is ripe for partnership 
working and is cost effective.  
CQC is not working, it is remote from local communities and although in recent months there have 
been some improvements local commissioners and social workers have little faith in the CQC 
process. Local intelligence regarding quality is essential as is user and carer involvement in provider 
services. Oversight nationally needs to be restricted to learning the lessons of what works at a local 
level. Comparative data from the NHS information centre has been of very limited use as a lot of 
data input and outputs are widely regarded as suspect and most data does not pick up on quality. 
The Consultation on the zero based review of social care data will be welcomed.  

http://www.skillsforcare.org.uk/research/research_reports/RewardsandIncentivesResearch.aspx


 
 
The impact of Dilnot will depend fundamentally on which model of social care funding is adopted 
and the levels of state versus private funding. If personal budgets are extended to residential care 
then there will be considerable impact. At present for those who are not self-funded all the 
administration for payment is channelled via the local authority, if that transfers to individuals then 
the administrative costs will shift elsewhere. It maybe that they become absorbed within personal 
budgets, with service users and carers undertaking this role in a voluntary capacity. (As happens 
when people are self funding). It is of concern that many state funded residents lack personal 
capacity to manage their own affairs and if targets are imposed to achieve certain proportions of 
residential care residents receiving a personal budget then there may well be distortion in correct 
decision making. 
http://www.skillsforcare.org.uk/research/research_reports/RewardsandIncentivesResearch.aspx  
There is a growing social care workforce that is employed directly by service users and many in the 
sector are concerned to ensure that these staff are well trained, this has resource implications. 
There are also serious concerns about safeguarding issues being considered. (See Carr, S et.al 
above). Currently under 10% of the 1.25 million social care workforce are employed in this way, but 
clearly if this is to extend considerably then major thought needs to be given as to how quality can 
be assured and the safety of service users. 

6. What role could the financial services market play in 
supporting users, carers and their families?  
a. In the current system, what are the main barriers to the development of financial 
products that help people to plan for and meet the costs of social care?  
b. To what extent would the reforms recommended by the Commission on 
Funding of Care and Support overcome these barriers? What kinds of products 
could we see under such a system that would be attractive to individuals and the 
industry?  
c. What else could Government do to make it easier for people to plan financially 
for social care costs?  
d. Would a more consistent system with nationally consistent eligibility criteria, 
portability of assessments and a more objective assessment process support the 
development of financial products? If so, how?  
e. Would the reforms recommended by the Commission on Funding of Care and 
Support lead to an overall expansion of the financial services market in this area? 
How would this affect the wider economy? 

f. What wider roles could the financial services industry play in, eg:  
– raising awareness of the care and support system  
– providing information and advice around social care and financial planning  
– encouraging prevention and early intervention  
– helping people to purchase care, or purchasing it on their behalf  
– helping to increase the liquidity of personal assets?  

 
 
a. In the current system, what are the main barriers to the development of financial products that 
help people to plan for and meet the costs of social care?  
The financial service sector has failed to develop systems of insurance to support users and carers. 
There are probably three reasons for this: a) Many people do not understand current care funding 
arrangements, assuming that when they or their relatives reach the stage of needing personal care 
that the state will provide. b) Chronic long terms illness is not a good bet for insurance services. The 
private health insurance sector usually only covers acute, treatable illnesses, where costs are 
predictable. The cost of care for someone with a long terms condition such as Alzheimers can run 

http://www.skillsforcare.org.uk/research/research_reports/RewardsandIncentivesResearch.aspx


 
 
into hundreds of thousands of pounds, particularly if good quality care is provided. That is a risk that 
the insurance industry is unlikely to take up as insurees are unlikely to want to, or could afford the 
premiums. c) People do not want to think about their old age, or being chronically ill or disabled 
when they are younger. An additional reason that the insurance sector may be reluctant to develop 
new products is that there is a lack of consumer confidence in the products of the financial sector. 
Dilnot proposes a partnership between Government, the financial services sector and the individual. 
The main reasons being the issues raised above. So currently the main barrier to extending financial 
services is the unknown factor of what the Government's response to Dilnot will be. 
There is a head of steam pushing for more consistent eligibility criteria and portability of 
assessments and a more objective process of assessment. (This is debated in the Law Commission 
Review of Adult Social Care Law). However whilst responsibility for funding is a local authority 
function then this cannot ultimately be achieved. Currently guidance is issued and attempts have 
been made to impose targets on local authorities, but these have not worked. Fundamentally unless 
there is the equivalent of the NHS for social care there cannot be consistency between authorities. 
Local authorities are democratically accountable and therefore to a significant extent have to 
respond to the decisions of locally elected counsellors about what spend there is and how it is spent. 
Local authorities also receive very different amounts of money from central government and as a 
result their overall funding decisions are significantly determined by this financial process. Current 
Government policy is more localism in decision making not less, so imposing eligibility criteria on 
local authorities would go against this trend.  Assessment of need can be and is portable, that is not 
the issue for service users and carers, the issue is the agreed resource allocation that goes with that 
assessment of need. That cannot be transferable unless there is a u turn on social care funding and 
local decision making. This in turn has implications for the financial sector in terms of products that it 
offers, although the implications for the financial sector should not be exaggerated as it is likely that 
the level of state funding will be limited to those on low income. 
The record of the financial sector in providing advice is poor. Much financial advice given is tied to 
particular companies. This is true whether financial advisors are independently working for 
institutions such as the banks or not. Very few people pay the cost of independent financial advice. It 
is also of great concern if people advising on financial issues spill into the arena of giving advice on 
social care, which could easily happen. We need to avoid at all costs the scenario of a financial 
advisor who is effectively paid by a private sector social care provider giving advice about a 
particular type of care. It is absolutely essential and there is a huge deficit in this already that people 
are able to receive independent advice about social care options from an experienced social worker. 
The costs for this need to be factored into the Dilnot equation. it is likely that there will be an 
expansion of financial advice into the care sector and financial products, however Government must 
ensure that services are fit for purpose, ethically based and where necessary rigorously regulated to 
ensure that citizens of our society receive high quality advice, that leads to good decision making 
about care. This applies not only to advice, but also to financial services taking on the roles of 
managing people's finances when they require care services. There is a huge risk of an unfettered 
growth in the financial services sector of poor quality financial advice and service and vulnerable 
people being taken advantage of. 

7. Do you have any other comments on social care 
reform, including the recommendations of the 
Commission on Funding of Care and Support?  
a. What are the strengths and weaknesses of the Commission’s proposals in 
addressing the problems of the current system? What are the priorities for action 
coming out of the Commission’s report, including in relation to other priorities for 
improvement in the system?  



 
 
b. What are the implications of the Commission’s proposals on other areas of care 
and support reform?  
c. The Commission presented a range of options in relation to some of their 
recommendations, which would affect the balance between the financial cost to 
the individual and the taxpayer. These include:  
• the level of the cap  
•  the contribution that people make to their living costs in residential care 
What would be the implications of different options on the outcomes that the 
Commission hoped to achieve? 

 
The Dilnot commission is the latest consultation document on the future funding of social care. The 
commission's report is seen as of good quality and well researched. The preferred option of BASW 
would be for social care funding to be funded on the same basis as health funding on the basis that 
social care needs and medical / nursing needs are so intrinsically entwined that it is disingenuous to 
separate them out and if one separates them out there will always be boundary disputes between 
the funders. BASW does not have strong views regarding who funds social care (in terms of whether 
this is funded like the health service or by local authorities), with the proviso that funding priorities 
are best taken at a local level and decisions are better if there is a degree at least of democratic 
accountability.  
What is evident from the experience of social workers is that funding in relation to need is getting 
more and more difficult. Eligibility criteria (FACS criteria) are getting more and more rigorously 
applied. Services are increasingly only being supplied (or funding to provide those services) in cases 
of critical and substantial need. This is impacting on the quality of life of service users and carers and 
previously areas of spend which were relatively protected - such as support for people with a 
learning disability - are no longer so. 
The level of the proposed cap is a difficult judgement. Costs will vary considerably geographically 
and there will continue to be arguments over whether some services should be treated as "health" 
services and therefore "free" at the point of delivery. The bottom line however is that more funding 
needs to be brought into the social care sector, which has been the poor relation to health spend for 
many years. The commission’s proposals to separate out accommodation costs from social care 
costs although appearing simple in logical terms will be a source of conflict and dissatisfaction and 
where there is potentially confusion there will be resentment. Incontinence products and aids to 
daily living, hygiene products, skin care and special dietary products are just examples of this issue. 
Time and energy needed to provide good quality care can be diverted by such matters.   
  
BASW's position therefore is that in the ideal world social care should be funded like health care as a 
human right. However it is recognised that some sort of rationing and mixed economy of care will be 
needed The higher the threshold level and the more generous the funding level (albeit that may be 
funded by transferring money from acute medicine) the more chance there is of better quality care. 
Jumping on personal budgets, or direct payments as a means of managing the social care market will 
not solve the fundamental funding issues. (Indeed there is some evidence that individual budgets 
may cost more). BASW is also concerned that there is not sufficient thought given to alternatives to 
residential care in the Dilnot Commission, particularly in relation to the effectiveness of extra care 
housing compared to residential care, (which brings in different funding regimes and equations). 


