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Social Care for 2020: what are
the challenges ahead?

Henry Kippin!

This working paper explores some key characteristics of our current social care
settlement, before laying out the basis of a new social care vision for 2020.

Social care is a complex, multi-layered and fragmented set of interventions. The term
implies a diverse range of relationships not just between individuals and the state,
but between individuals, families, carers, local authorities and the mixed market of
providers delivering social care services.? For this reason, we should imagine social
care not as a definition of a coherent system, but as a type of intervention? that can take
various forms. And as one might imagine, the assumptions and values that underpin
this loose set of assumptions can be inconsistent, and sometimes contradictory.

The funding of social care is testament to this critique. In early years and
in old age, social care provision is characterised by a resource split that places
huge burdens on families and carers — both in terms of direct costs, and informal
opportunity costs. As Howard Glennerster notes, “the largest element in the cost of
caring for children, older people and other dependent citizens falls upon the family
— mainly parents and spouses, but also other family members.”* As we are now
all aware, this dependency upon informal care® — and the way social care policy is
structured around this assumption — poses real problems for the future. How, for
example, can we square the circle of an increasingly ageing (and thus potentially
dependent) population, and the need for longer-term labour market participation to
mitigate against the potential retirement ‘timebomb’ posed by our pensions deficit?®

The challenge of funding the future of long-term adult care is massive, already
constituting 59% of gross council expenditure on adult social care.” But it is not
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the only element of social care that demands a new vision. Throughout earlier
periods in the life-cycle, people’s needs are often complex, interlocking, and
mutually reinforcing — as a recent Institute for Public Policy Research (IPPR) report
(produced in conjunction with social care organisation Turning Point®) noted:

“People with complex needs may have to negotiate a number of different issues
in their life, for example learning disability, mental health problems, substance
abuse. They may also live in deprived circumstances and lack access to stable
housing or meaningful daily activity... There is no generic complex needs case.”

Social care provision in the UK reflects this complexity — but not necessarily
in a way that benefits the individual.l® We are currently some way from a vision
of a personalised, easily navigable system of care for people with complex
needs!!, wherein those in need (and/or those providing informal care) can access
good quality information about the services and support available to them, and
understand clearly how these services might be paid for. We should also ask why we
talk about providing a particular service at all in some cases. The question of when
we commission particular services, and when we afford individuals jurisdiction over
individual budgets, is at the heart of transforming social care through the life-cycle —
from something done to individuals, to a set of interventions designed and controlled
in large part (and where appropriate) by individuals and families themselves.

A vision for 2020 must pull together creative thinking on the role of individuals,
families, service providers and commissioners. It must put the individual at the centre
of this thinking, asking how interventions throughout the life-cycle can be re-imagined
to support and enable, in a way that our current, fragmented collection of interventions
does not. This will mean reconfiguring the way we think about social care — a shift
from a set of ill-understood and sometimes outlying services, to the glue that binds
education, health, housing, employment and other public services together. A first
step towards this should be a process of extracting and questioning the values and
principles that drive current care models. Following this, we can determine the new
principles upon which the future of social care should be founded.

Key Themes Underpinning the Current Settlement

Lack of a Distinct Institutional Identity

The Department of Health (DoH) recently classified social care as ‘the mixture of
financial, practical and emotional support that helps people to do the everyday
things that most of us take for granted’.'? Such a definition illustrates the nebulous



nature of the sector — difficult to define, encapsulating a diverse set of interventions
that are provided by a mixture of organisations. Such diversity reflects the complex
needs of individuals, families and communities, but institutional complexity is also
inherently problematic, contributing to poor outcomes for citizens through being led
by services rather than individual needs.

Possibly as a result of this diversity of interventions and service providers, the
sector has suffered from lack of ‘visibility’, despite the public placing relatively high
priority on care of the elderly and social services.!® According to the IPPR, this is
‘a consequence of the fact that (the sector has) no obvious institutional identity’'“.
A good contrast is with healthcare, a sector that enjoys high public profile (and
sustained funding), bolstered in part by influential professional institutions.

The relative invisibility of social care can also be seen as a legacy of historical
inattention. As John Glasby has written recently, ‘social care and social work’ could
be seen as falling outside the remit of Beveridge’s original five giants. He asks: “is
social care responding to a sixth giant that Beveridge failed to identify? Is it the glue
that holds the other five together? Or is it a crisis service that works with people who
fall through the gaps in other services?” '® Certainly many people overlook society’s
need for social care — and indeed what the term actually means in terms of service
interventions — until their lives are directly affected by it.

This lack of a distinct institutional identity has implications for the level at which
we provide (and fund) social care — with direct consequences for the individuals and
families affected at different stages. In 1999 the Royal Commission on Long Term
Care highlighted the often arbitrary distinction made between the way care for types of
conditions are funded - finding ‘no justification’® for certain boundary lines between
long term NHS care (where costs are met by the taxpayer) and other long-term social
care needs (where costs are met by individuals). This lack of consistency has led to
some recent calls for a new set of social care principles!, or a social care constitution.'®

Costs of Care are (unfairly) Shared

A significant element of the cost of social care is provided by individuals and/
or their informal support networks. This burden — which Glennerster estimates
at about one third of the total cost of social care interventions — encapsulates
both direct and indirect costs, and can place high demands on families with
limited resources. Although some continue to argue for comprehensive provision
at the point of need, political consensus generally exists around the principle
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of co-payment for care services.!® Yet the current system (underpinned by a
philosophy of ‘progressive’ or ‘targeted’ universalism) is seen to allocate state
support unfairly in some cases, and is not necessarily reflective of contributions
made by individuals and families throughout their working lives. The 2009 DoH
green paper recognises this in setting out overcoming disputes over ‘who gets
what’ as a key policy challenge. It argues that

e “Many people do not get help from the state towards paying for their care and
support

e State-funded care and support is often provided only when people have already
developed high levels of need

e People with the same needs receive different levels of care depending on where
they live"?

These concerns over unfair resource allocation are exacerbated by the existence
of an effective postcode lottery over ‘entitlements to state-funded care’ across the
UK, which itself undermines the ability of individuals to address their own needs
effectively. As Keen (2008) argues, ‘if citizens do not know what the state will and
will not provide, then they cannot make informed decisions about payment for their
own care.’” A quote from a recent evaluation by the Commission for Social Care
Inspection (CSCI, now Quality Care Commission (QCC)) illustrates the frustrations
caused by such variance:

“The postcode lottery generates confusion and dissatisfaction among
service users and carers, who do not understand how a system called
‘fair’ can result in the same level of need being met by provision of social
care in one local authority and not another.”?

The assumption that payment for social care interventions should be shared
between individual and the state is at the heart of recent attempts to re-configure
the way long-term adult care is funded. Both the 2006 Wanless Social Care Review
and ‘Shaping the Future’ place a ‘partnership’ model at the heart of their proposals,
largely eschewing the suggestion that increasing costs should be absorbed as part
of general taxation. As John Hills observed in 2003, funding public services in the
future will essentially be a negotiated mix of three options: ‘spreading the jam more



thinly; increasing the amount of jam’; and ‘waiting longer for the jam’. In this case,
each option implies a trade off between individual liability and pooled risk.

Debates over the funding of future social care have been largely framed in terms
of care of the elderly (and as the Economist noted recently, age-related costs are
expected to ‘dwarf’ the impact of recession and low economic productivity?®) . But
as evidence from Turning Point has shown, demographic change means that the
needs of our ageing population may not correspond to our traditional perceptions
— people are living longer with learning disabilities for example.? In fact statistics
suggest that the number of people with severe learning disabilities is set to increase
by around 1-5% per annum for the next 15 years.

Such trends will force us to think about the costs of ongoing specialist support
for complex needs in a way that challenges our existing assumptions about the type
of care needs people have across the life-cycle.

Fragmented Services and Uneasy Transition between Stages
Social care by its nature is a complex and interrelated set of interventions. Yet
this sense of disjoint — between services, across age groups, and between types
of treatment — is accentuated by the often unclear boundaries between state and
voluntary responsibility, and arbitrary breaks in responsibility for individuals during
key ‘transition’ phases of their lives. Those with multiple care needs will often suffer
from the need to continually re-articulate their needs to different agencies. These
are ‘people who are forced to knock on several different doors and tell their story
over and over again, and are at the receiving end of services that don’t link up with
each other’.®

Key to creating this unhappy situation has been the assumption that the
individual is responsible for joining up this mix of services, not the providers
themselves. And this mix is not only one of traditional ‘social care’ services — rather
complex needs often require a combination of social and other welfare services
such as the employment our housing service. As Glendenning and Bell argue,
fragmentation ‘creates difficulties...in managing the interfaces between social
care and other essential services such as housing, healthcare and social security
benefits’.?” The ‘hazy boundary line'?® between social care and healthcare (for
example) is thus a logistical issue, as well as having big funding implications. 2°

As well as negotiating a ‘lumpy’ set of care services, individuals are also subject
to some fairly arbitrary assumptions about entitlements at different stages in their
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lives. For example, young people may be entitled to a range of services appropriate
to their age bracket, but then ‘fall off a cliff’ when they reach the lower age bracket
in their local authority for adult services. Young people with alcohol or cannabis-
related problems might be entitled to help in dealing with substance misuse, but
transition into adult services may well see these problems subsumed under a focus
on more socially unacceptable Class A drugs. *° Such fragmentation is still evident,
despite Government recognition of the need for more sophisticated, or ‘extended’
transitions to adulthood since 1997.3

We should also throw open to gquestion inconsistencies that underpin the
way we address different types of need; of which mismatch between substance
and alcohol misuse is the clearest example. Currently alcohol misuse is treated
far less consistently and seriously than drug misuse. An individual convicted of a
crime might undertake a tailored sentence that dovetails with a drug rehabilitation
programme, but this type of support is rarely offered to those with alcohol problems.
Bearing in mind the costs of such problems to the NHS and the criminal justice
service in particular, this could be an area in need of a policy re-think.

Lack of Adequate Information

A recent paper by Dr Foster Intelligence and Turning Point set out the problems
created by a lack of consistent and good quality information (or ‘customer insight’)
across public services.®? In a sector where individual needs are often complex and
overlapping, this lack of adequate customer insight causes real problems for those
commissioning social care services, as well as for those consuming them.

On one level, this is a function of the unexpected need for social care in some
cases. As Glendenning and Bell note, ‘few people will seek out information in case
of the unpredictable and unwelcome future eventuality... this leaves potential users
very unprepared’® (and potentially subject to selection bias from some providers).
Demand for bespoke information may thus be underdeveloped, but we know that
the inability to make quick decisions based on agglomerated personal data makes
it difficult for health and social care professionals to work towards preventative
interventions (and therefore potentially save money on acute treatment). As Tim
Kelsey argued recently

“preventative measures are... hindered because local public services
aren’t allowed to share data between themselves. Patient records, for



example, aren’t linked to the benefits data. As a result local authorities
don’t know which GPs commonly sign people off work. Yet if it was known
that one GP had, for instance, an unusual number of patients claiming
incapacity benefit because of mild mental iliness, the health service
could work with that practice to introduce more effective workplace
health schemes... or design better mental health services.”**

Concerns over privacy, as well as data quality and consistency are valid; but it is
clear that better use of quality information will be key to commissioning personalised
services, and enabling meaningful citizen choice.

The Low Status of Social Carers
A fourth key set of assumptions underpinning the current social care model
concerns the social status — and, concurrently, the remuneration — of carers.
Traditionally, those providing formal front line care (estimated at around 1.5 million
workers)3 have been poorly paid, worked in difficult conditions, and have been
exposed to limited opportunities to augment their skills and qualifications through
training. Accordingly, the public appear to perceive social carers as providers of
an ‘invaluable’ service, but one that is ‘not appealing as an (employment) option
for the majority’.3¢

Informal care appears to be similarly undervalued, with carers generally
receiving low levels of benefit (certainly in salary-replacement terms), despite the
value of the support they provide being estimated at some £87 billion a year — more
than the annual NHS spend in 2006-7.3” Underpinning this lack of institutional
(and financial) support is a model that treats the carer instrumentally — as a ‘taken-
for-granted’ resource, rather than a model that meets the individuals needs more
comprehensively, or even recognises the needs of the carer as well as the individual
being cared for. According to Glendenning and Arksey, ‘until (this) conceptual
model underpinning policy shifts, it is likely that carers will continue to experience
negative outcomes in their health, employment and finances’.®®

As the International Longevity Centre (ILC) points out, mitigating this confluence
of ‘excessive’ demand for care and its low relative valuation will inevitably require an
increase in the amount of care provided formally, which will require some creative
thinking over future funding models. 3 This challenge will be taken up in greater
depth below.
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We can see that current social care models are characterised by a lack of distinct
institutional identity and public understanding, a sense of fragmentation, confusion
and unease over local variation, and an inability in many cases to enable individuals
to construct and pay for the packages of care they need. These problems are in part
reflected in the incremental nature of changes in the design, funding and provision
of social care interventions. Clearly the sector has suffered from both an inability to
address complex needs across siloed institutions, and faces a funding crisis unless
a consensus can be built around the need for radical reform.

Three Principles for 2020 Social Care

A social care sector that is so complex and multi-dimensional hardly lends itself
to easy characterisation or a snappy set of solutions. A detailed set of policy
recommendations are not presented here. What we can present, however, is a set of
three principles, driven by our critique and other emerging evidence and innovation
— offered as a basis for a progressive social care settlement for 2020. The diagram
below sets out these principles as (1) social care built around the needs and that
builds the capabilities of citizens; (2) social care that values and mobilises private,
social and non-market resource; and (3) social care that is fairly and sustainably
funded. The following section will develop these in turn.

Principle Policy Ideas

Social Care built e Personalisation and budget autonomy

around the needs,
and that builds the
capabilities of citizens

Segmentation and linked up data
Single point commissioning and connected care
Cross-service coordination and personal advisors

Social Care that
values and mobilises
private, non-market
and social resource

Broaden the definition of resources

Focus on relationships and networks for preventative interventions
Social circles and time-banks

Space for local innovation

Social Care that is
fairly and sustainably
funded

Build on the partnership principles developed in Wanless and the
2009 green paper

Formalise and value informal resources

Explore options for flexicurity-style ‘insurance’ contributions and
incentives

Explore local as well as national funding options




1. Social Care built around the needs and that builds the capabilities of citizens
The idea of citizen-centricity has been at the heart of recent debates on the future
of public services. The concept that services should be more receptive to individual
need, and shaped more tangibly around the lifestyle of the individual is relatively
uncontroversial in theory — yet practical advances in this area have the potential
to radically re-shape the way social care is experienced by citizens. A truly citizen-
centric model would see budget responsibility and the commissioning of services
devolved to the lowest practicable level, so that the interface between citizens
and social care services (which is often currently shaped around the needs of
service deliverers), is transformed. Such an agenda faces serious institutional and
legislative barriers to change, but emerging evidence suggests that personalisation
has transformative potential:

a) Personalisation and Budget Autonomy*°

Although international evidence on the impact of individual budgets is still fairly
limited, a growing number of studies suggest that the personalisation of social
care plans through individual budget autonomy can help deliver better value from
services for citizens, as well as efficiency gains over the long term.*! As a recent
Demos report argues, ‘savings are made when people use personalised services
because money is targeted more efficiently at peoples needs, which increases
allocative efficiency’. 2 As well as citizens better matching services to their own
needs, research from the US has indicated that budget autonomy has also created
incentives towards preventative and early intervention*3, potentially reducing the
need for acute NHS intervention further down the line.*

Recent feedback on the Putting People First programme*® from Oldham
indicates that many social care workers also recognise the benefits of increasing
citizen autonomy. According to a Guardian survey, ‘70% agreed that PPF would
benefit both users of services and carers’, with 59% expecting a ‘positive impact
on their own role’.*¢ Nevertheless, the institutional, legal and cultural barriers to
transformation in this area should not be underplayed. Personalisation requires a
fundamental shift in the balance of entitlement and responsibility between citizens
and the state, and delivering personalised social care will challenge traditional
boundaries between services and sectors (for example, between centrally-funded
NHS and locally allocated social care services, or between public, voluntary and
private sector providers), as well as the culture, incentives, and day-to-day role
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of public service managers and deliverers.*” As a recent report from one county
council noted, ‘scaling up from pilot to full-blown self-directed support (SDS)
requires a complete metamorphosis of systems and culture’.*®

b) Breaking Down Traditional Service Boundaries

The idea of building social care services around the needs and capabilities of citizens
is antithetical to a set of bounded public services, each with departmental budgets
and a concomitant set of service priorities and delivery targets. For individuals, this
effectively means telling their story multiple times, to multiple organisations. As
the 2009 DoH Common Assessment Framework recognises, this is inefficient, but
also engenders a sense that information given by citizens is not properly valued by
service providers.*®

According to Dr Foster and Turning point®, three key steps are obvious here.
Firstly, use segmentation to develop deeper insight into the ‘needs, preferences,
lifestyles and patterns of service usage’ within communities. Where individual
budget autonomy is not appropriate, this would facilitate the commissioning of
more joined-up local public services. Secondly, a consistent approach to data
usage should be applied across public service agencies. This would increase the
usefulness of data across departments, and discourage duplication and over-laying
over data. Thirdly, this data should be ‘linked up’, making it easier for agencies to
match individual needs to the range of services available locally.

Working across traditionally defined agencies is perhaps the biggest challenge
facing a citizen-centric model of social care. As well as using and sharing information
better, public service agencies will need to transform embedded incentive structures,
and shift to models of commissioning based on complex and cross-cutting social
outcomes. For example, enabling an individual to realise their social and economic
potential might require social care, health, education, employment and criminal
justice interventions. The Connected Care model is a nascent example of how this
process can be encouraged within a locality — building care interventions around a
community ‘audit’! that enables commissioning from a ‘common set of values’. %

The challenge for policymakers is to mesh together two approaches that see
the individual quite differently. Individual budget autonomy suggests that people
are given the capacity to put together their own package of services, based on
their own needs and priorities. In this scenario, individuals are the commissioners,
doing the joining-up of services themselves. A ‘connected care’ model suggests



that individuals would be the beneficiaries of sophisticated, joined-up service
plans, but would not be the ones joining-up the services themselves. Some radical
thinking could pull these approaches together, perhaps giving individuals choice
over personal advisor or commissioner as part of a wider individual service budget
working across services. The 2020 Commission is currently developing some ideas
in this area.

2. Social Care that values and mobilises private, social and non-market resource
We have seen that a radical vision for social care would re-think the way that public
spending is allocated, and the way that local services are commissioned and
delivered. It would be far more joined-up in assessing the needs and capabilities of
communities, and would look to more efficiently match public and private spending
with better outcomes for individuals. But reconfiguring existing, formalised resource
is only half of the job. In future, we must be far more creative about mobilising
informal, non-market resources, and base our funding and service delivery models
on a much better understanding of what citizens can bring to the table.

London-based consultancy Participle has cogently argued that real change in
the way our current care system works will require a much broader definition of
resources — ‘to combine public, private and voluntary resources’. % Many social care
interventions reflect a breakdown or deficit in relationships and social participation,
but our existing service configuration does little to encourage social capacity to
address these problems. Rather, it focuses on narrowly providing services for the
individual, often ignoring fundamental ‘social connections’ that can ameliorate social
breakdown. According to Hilary Cottam, ‘this is a deep challenge of social reform.
Public services need both to be based around social networks...and designed to
foster these relationships’.®* Participle’s successful Southwark Circle initiative is built
around these principles.%®

Better mobilisation of non-state resources is not only socially beneficial, but can
also save money in the long term — both through bringing undervalued resources to
bear, and through targeting these resources at the early intervention and prevention
stages. Such resources — social circles, or caring time-banks for example - are
currently outside of the sphere of public spending, yet could dramatically reduce
the cost of chronic conditions further down the line.%® As the Joseph Rowntree
Foundation (JRF) have argued, formalising some of the support mechanisms
currently being provided informally by carers could help pay for the increasing costs
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of long-term care.%” They argue that ‘those leading the transformation of (social
care and wider public) services need to invest in innovative and flexible use of
local resources that harness the solutions and ideas of local communities’. Under
these conditions, social carers (and especially those providing care informally)
would become a more valued community resource. That said, the authors are
clear that such investment would need a qualitatively different approach at the
coal face: ‘a wholesale shift away from traditional, risk averse commissioning
practices, and strong leadership from national policy through to local delivery’.%®
Charlie Leadbeater describes this shift as one ‘from care to wellbeing, income to
participation, consumption to relationships.*

3. Social Care that is Fairly and Sustainable Funded
Addressing the issue of funding for social care requires an articulation of current
system failure, but also an estimation of the demand pressures ahead. We have
already argued that the current model is inconsistent, often unfair, and does not
incorporate a wider set of (currently) non-market resources that could be integrated
with (and augment the value of) public spending. And the cost of facing up to the
social challenges ahead is daunting. NESTA estimate the cost of mental ill-health
at over £110 billion per year; the cost of alcohol abuse at around £20 billion; the
combined costs of an ageing society — which the Economist recently called ‘a slow
moving but relentless development’® — at £300 billion by 2025. 6

Being creative about resources can mitigate some of these costs. Early and
preventative intervention can be encouraged through formalising informal networks,
and through moving towards individual budget discretion where appropriate.
Personal advisors or service brokers can help generate more efficient and more
valuable outcomes for citizens. Where individual budgets are inappropriate,
community auditing, quality information and intelligent, cross-departmental
commissioning can deliver better and more cost-effective service plans. But as well
as this re-deployment and mobilisation, the future of adult social care in the UK will
require new ways to raise revenue. The question is then about where this comes
from. The 2009 Government green paper thus asks: ‘what should the balance of
responsibility be between the family, the individual and the government?’

Long-term elderly care is only one aspect of the whole range of care needs
people have across the life-cycle, but the sheer scale of paying for this aspect within
the context of an ageing society has begun to catalyse some serious attempts to



address the question above. These have attempted to negotiate the basic need
to spend more money on social care, to increase the risk pool (so that social care
becomes a commonly insured risk in line with other public services such as health),
and to pick out a fair division of responsibility between public and private spending.®?
As the ILC has noted, ‘whatever balance of formal and informal care emerges...a
greater proportion of the country’s wealth, both private household wealth and public
spending, will have to be allocated to the task of paying for formal care’.®® This is
not only true of elderly care either — as an open letter to the Guardian from several
members of the Learning Disability Coalition reminded the government in July.®*

The New Partnerships?

Both the Wanless Review and the 2009 green paper place the idea of partnership
squarely at the centre of potential future funding models. It is worth looking at how
this is proposed:

*  Wanless’s partnership model suggests a ‘free-of-charge, minimum guaranteed
amount of care’, above which individuals would make matched contributions
to make up the remainder of their ‘package’. This model would require
individual contributions to care, but from a higher bar of state contribution.
This model, however, brings a ‘significant increase’ in public spending, from
£6.2bn to £9.7bn.

e The 2009 green paper floats two variations on this approach. One is an insurance
system, whereby people could choose to purchase optional insurance to cover
non-state provided costs. The insurance would mean any state provided care
over and above this bar would be free of charge.

e Another option is the ‘comprehensive’ model, which would require ‘everyone
over 65’ to pay in (provided they could afford to), increasing the risk pool, and
allowing free care to be provided for everyone.

All of these options look to offer a fairer settlement in some way. They offer
the chance for people to avoid spending down their life savings®, and look to
increase money going into the sector without absorbing the cost within a politically
unacceptable (or financially unsustainable) rise in general taxation.” A 2020 vision
might therefore use the partnership principle as its starting point, asking how the
cost of this insurance or comprehensive cover could be spread across a working
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life (re-establishing a contributory principle, for example), or rolled into a European-
style flexicurity system that encourages individual insurance contributions to protect
against multiple risks through the life-cycle.%® Earlier this year Counsel and Care
suggested a ‘care duty’ that would be levied on estates after death - effectively a
hypothecated inheritance tax that would, if applied over a threshold of £25,000 -
raise ‘an additional £1.7 billion’ per year.®® For those unable to contribute personally
or through employers, a combination of means testing and recognition of informal
(social) contributions could maximise participation and broaden the risk pool.

Reflections on some key challenges ahead...

This discussion paper has attempted to pick apart our current social care
settlement, offering a critique of several underlying problems, and some long-
standing and fundamental tensions. It has then used this critique to inform a vision
for 2020 - a vision that builds care structures around the needs of citizens; that
enhances their capabilities; that mobilises the whole range of formal and informal
resources available to citizens and their communities; and that is funded fairly,
and sustainably. Yet this vision throws up as many questions as answers. How, for
example, could mindsets be shifted to facilitate an insurance-based funding model?
How could we reconcile individual budget autonomy and truly local commissioning
within a nationally funded system? And how can we be truly radical when political
expediency imposes its priorities? Some of these tensions are explored below:

1. Prevention versus Cost-Pressure

Shifting social care and healthcare towards prevention is the oldest new idea in
town. Yet getting to what Participle have called ‘universal preventative services’
involves some potentially difficult trade-offs at the front end. First, it means that we
must be open to some innovative and unusual use of resources. An anecdote from
Minister for Care Services Phil Hope: “a retired gentleman suffering from mental
health problems...used his budget to buy a dog. It got him out of the house, got
him meeting people, rebuilding his confidence and rebuilding his links with the
community”.”® This is hardly a traditional use of social care budget, but a creative
solution with huge preventative potential (indeed, ACEVO have recently called for
personalisation (in a broader sense) to be scaled up as a ‘coherent, system-wide
approach’ across public services).”* Second, prevention inevitably requires trading-
off greater up-front spending with savings over the long term. Within a financially



constrained environment, this choice is difficult for decision-makers to sanction
even when good ideas are presented.”?

2. Radicalism versus Political Expediency

The effective ring-fencing of the NHS budget exposes a key tension for social care,
and across the board for public services: how can policymakers be radical when
political decision-making is so contingent upon public opinion? For instance, a
radical proposal might deconstruct health and social care spending together on the
basis of a chronic/acute distinction, or according to the arena in which individual
needs are met (home, community, hospital et cetera)’®. The ring-fencing of budgets
renders such an approach impossible, as it locks in existing funding patterns and
service boundaries, making more radical change more difficult to imagine.

3. Local versus National

The previous pages have shown how local-national discourse is woven through
debates on the future of social care — especially the question of what level is
appropriate for its funding and provision. The postcode lottery is a condition of local
authority jurisdiction over service allocation and provision, yet the funding models
proposed in the 2009 green paper are national. The government (and opposition
parties) recognise the value of localised decision-making and delivery of care services,
yet it is this locally-produced variation that is so often deemed unfair.”* The current
mainstream debate is over new settlement based on expanding the funding base
nationally, whilst advocating local delivery of social care services. The JRF note that
‘under the fully national system, the onus is very much on national delivery and
funding mechanisms. Local authorities would focus on provision: assessing clients
and commissioning services. They would have no role in collecting resources to pay
for care, through council tax or other mechanisms’. This would rule out (for example)
more radical schemes such as local insurance schemes or ‘variations in tax rates’.”s

4. Nudge versus Nanny?

The problem of paying for social care in the future taps into a debate currently
being played out between our political parties — over a state that nudges (through
designing appropriate choice architecture and providing behaviour-changing
incentives), versus one that nannies (applying top-down solutions to social problems
through embedding entitlements and making national commitments). Creative
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thinking about the future funding of social care might find a solution in-between
these crude characterisations, perhaps with a national funding model that uses
soft compulsion to encourage insurance contributions. Certainly the green paper
leaves open some key questions over how and when individuals might contribute
to a comprehensive model: perhaps upfront through regular contributions during
younger working years, perhaps post mortem, or even through a combination of
monetary and non-monetary, informal contributions. Such questions will have wider
significance in the years to coe.
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