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Submission to the Engagement Exercise:

Caring For Our Future- 

Shared ambitions for care and support
This is a submission to the Department of Health engagement exercise, Caring for our Future from third sector organisations working in health and social care across England.  It compiles the main messages heard by the nine regional networks that comprise Regional Voices in the Autumn of 2011. Each regional network has also submitted a more detailed response for its geographic areas, including more specific examples.
Thank you to everyone who contributed their thoughts and evidence to this and the regional submissions to Caring for our Future.

The Adult Social Care White Paper is due to be published in Spring 2012; Regional Voices intends to compare the proposals in it against what the sector has told the Department of Health in this submission.

1. Improving quality and developing the workforce

Definition of quality: A standard, nationally recognised, definition of quality and the outcomes that this would mean for individuals (and related measures) would be welcomed. This is complicated by the Government's emphasis on localism whereby each local authority could be free to develop its own quality standards and measurements which take account of local needs and priorities.  However, such an approach risks developing inconsistent quality of adult social care service provision across the country, with minority community service users least likely to have their specialist needs met, as numbers of service users may be insufficient to make the development of specialist services economically viable at a local level. There needs to be nationally set clear guidance on minimum standards of quality that are measurable.  
Measuring quality: quality is a much used concept in service delivery but there is no definitive system that assures the quality of provision.  Provider organisations have to complete a myriad of processes to demonstrate “quality” including: regulation by the Care Quality Commission, contracting criteria, Supporting People Quality Assurance Framework, EFQM, National Minimum Standards, REACH standards and other quality assurance systems and models such as ISO and Picasso.  These measures need reviewing, from the perspective of the service user (user led initiatives) and the organisation, and a more sensible, all encompassing, easy to understand, less bureaucratic measure of quality developed.  

Even this complicated system of quality assurance has not prevented unacceptable standards of adult social care delivery, such as the abuse of people with a learning disability reported at Winterbourne View. Therefore a system needs developing that actually measures quality for the service users- taking the best out of all current systems.
Simplifying quality monitoring: In this period of reduced local authority budgets- it becomes more useful for commissioners, as well as providers, for streamlined assessment of service- reduction in duplication of assessment by different regulators and commissioners- a simplification of the system.  This would mean a larger proportion of resources could be spent on frontline service delivery.  Simplification and greater transparency about complaints and advocacy systems would allow users, carers and staff to better raise concerns about the quality of care and these would need to be accompanied by speedier and more effective investigation by a single organisation to ensure concerns raised are acted upon and, where necessary, improvements implemented as soon as possible.   

National Standards: It is important that the overall definition of quality and the outcomes to reach should be defined nationally, to ensure no postcode lottery in the level of care quality received.  Local approaches, however, are important as one size does not always fit all (e.g. in more rural settings).  However- it is crucial if different bodies require providers to demonstrate their quality (CQC, local authorities, other funders), the standards and questions are consistent- to avoid additional work and wasting resources.  National  “passporting” schemes would help to overcome any differences between quality assessment frameworks- so if an organisation has proved it is to a certain standard in, for example, health and safety- they do not need to answer further questions about this for the CQC or local authorities.  The national standards for the quality of adult social care service provision, should have a particular emphasis on meeting the needs of the most disadvantaged communities and improving access to and quality for the most marginalised groups, as these may be overlooked more locally.    
Service user defined quality: Quality of service often means something different for service users than it does for quality assessment frameworks, yet it is far more meaningful for people who receive a service, and their families/carers, to assess its quality.   A definition of quality that involves a substantial emphasis on service user outcomes and experience should therefore be a major part of any new system of quality measurement. To ensure better integration of health and care services, quality assessment should also look at joint health and care outcomes.  However, not all service users fully understand what a high quality service should look/feel like- and accessible information such as videos, booklets and one to one support, such as advocacy, should help with this.  Also, in the development of more personalised services, where people are more likely to employ their own personal assistant it will become useful to develop (non-onerous) quality standards for personal assistants, to support budget holders and their families objectively measure the quality of the service they receive.   
Local HealthWatch:  There needs to be good access to independent support for complaints procedures and the local HealthWatches could offer another way to drive service quality improvement centred on patients' and carers' needs. However, there are significant concerns about whether the levels of funding local HealthWatches will receive will be sufficient for them to undertake such work, their capacity to engage the wider community in their local area and conflicts of interest arising when local authorities provide their funding at the same time as commissioning the social care services HealthWatches are to be asked to monitor. There would need to be considerable support to help the capacity of local HealthWatches develop to take on this role.  The role of HealthWatch and/or any other support for complaints needs to be well advertised.
Where quality is not achieved issues need to be rectified as soon as possible, not allowed to continue; any definition/measuring of quality needs to be accompanied by fast-acting and effective regulation to ensure that this definition drives quality improvement and eliminates errors, abuse and discrimination.
Pay and conditions impact on the quality and turnover of the workforce: the status, pay and conditions of many social care workers impacts on the quality of service which can be delivered. A quality service is dependent on trained, professional staff, supported by continual development opportunities and pay and conditions that reflect the value of their work.  There tends to be a high turnover of staff in the social care workforce- addressing this would retain value from training and deliver higher, more sustainable quality to service users. An issue raised was that third sector providers have to compete with private sector providers, often with poorer pay and conditions, which impacts on the quality of services in the market.  
Volunteers can be part of a workforce delivering quality services, increasing the accessibility of services for more vulnerable or excluded users.  However, volunteers require the support, training and management provided by professional paid workers, in order to develop and maintain quality.
Raising concerns:  Advocacy and/or user led quality checking systems help the service user and carer voice to be heard, which needs resourcing.  Clear and easy to understand complaints processes are needed and all those providing services must in turn have systems and a culture that welcomes learning from comments and complaints rather than taking a defensive view.  An option of complainants remaining anonymous may support this.  Ensure systems are in place to enable, listen to and act on service user, carer and staff concerns- in provider organisations, commissioning bodies and regulating bodies.  Prohibit gagging clauses which seek to prevent the disclosure of information in the public interest which includes information, evidence or justified concerns about levels of care in the NHS and social care. Service providers, commissioners and regulators should publish lists of issues raised and how they have been addressed regularly and this should be a quality measure required by commissioners- this would encourage more people to use the complaints system effectively.  
2. Increased personalisation and choice
Although personalisation agenda is something greatly pursued by the voluntary sector, in the context of a restrictive economic climate, the experience of personalisation on the ground is not entirely positive. There are fears that this agenda aims to reduce costs more than to increase quality.  Many service users have not been offered a personal budget and report confusion around personalisation.  More, better targeted, information around personalisation is needed for individuals, their carers and families to understand and to take on personal budgets.
Knowledge and commitment to personalisation: Care managers and key workers need to gain knowledge and confidence around personalisation in order to be able to accurately advise. In some areas it appears there is a conflict of interest between promoting personal budgets and keeping service provision in house or non-personalised. Where this is the case then independent brokerage and advocacy has a crucial role.  Issues reported in poor signposting to personalised services have been reporting: 
-individuals only being allowed to spend budgets on “approved” providers (limiting personal choice) 
-limited signposting to the diversity of providers in an area (through lack of knowledge, poor systems or from apparent risk)
-conflict of interest where those advising individuals about the services available work for organisations that provide services.
Access to independent information and advice: Brokerage and advocacy both have roles to play to support people to access personal budgets and direct payments. However, this should not come at a cost to the amount of care and support service users can access- it would need to be well funded.  Some participants raised concerns about the proportion of the funds available used by commissioners, assessors, reviews and brokers- that eat into the funds available for actual support. User-led organisations have an important role in this, to offer peer support, positive role models and frank discussions about safety and risk. Sustainably funding third sector signposting and support services will bridge some of the gaps in information for budget holders and self funders.  Examples include:
-Wirral Well at Voluntary and Community Action Wirral, www.wirralwell.org
-Help and Connect at Skills for People in Newcastle, http://www.skillsforpeople.org.uk/index.php?q=node/99 
-The Able Project in Staffordshire, signposts services and ideas for people with a learning disability
Issues in mental health: There have tended to be low uptake of direct payments, self directed support and personal budgets in mental health.  Where people with mental health needs have used direct payments, research shows the impact has been positive.  Many people who use mental health services, and their carers, are still unclear about personal budgets and direct payments- the implications for them.  They have concerns are around the future stability of the support they depend on.  Some people with mental health needs who want to consider a direct payment have found it difficult to get advice and information, this may be due to lack of knowledge of care managers or due to stereotypes about individual capacity.  More information can be found about these issues in Mental Health North East’s report- Chaos or Empowerment: http://www.mhne.co.uk/files/MHNE611.pdf 

Similarly there have been low take up of personal budgets for people with communication issues, learning disability and dementia.  Much more tailored support is needed from the workforce to ensure everyone has access to personalised care.
Regulation of personalised services: A balance needs to be struck between allowing service users to use their budgets as they wish, whilst removing excessive risk.  In many areas local authorities are seemingly too risk averse to allow true personalisation.  Some areas of life are very strictly regulated and others very little (e.g. personally employed personal assistants and day care services).  Getting the balance right would allow for more creative use of personal budgets, and helping resources go further, e.g. with effective use of assistive technology.  

Support for budget holders to employ staff: There appears to be little advice, guidance or support for people who wish to become employers on either their legal obligations or how they can reduce risks to themselves. This guidance could either come centrally or through independent brokerage and advocacy services that can support people through these decisions and procedures.  

Market transformation: For smaller voluntary sector organisations in particular it can be difficult to have the capacity to develop a business model that will help them to smoothly transition to more personalised funding.  Thus there is a threat to continuity of care for service users, as the services become at risk of closure.  What would help, as well as good communication for timelines of progression towards personalisation, is targeted business support for high quality provider organisations struggling to make the change.  If an initiative such as the Transforming Adult Social Care Programme were planned to help transform the market- that support must be shared and not just be kept for internal local authority transformation.  Clarity around the transformation between funding systems (block contracts and personal budgets) would assist organisational planning (and service continuity)- the introduction of coproduced and well communicated transition period where funding through contracts is gradually tapered down to cover reductions in cash flow as more users take on individual budgets.  It would also be useful to develop support through umbrella or infrastructure organisations, for third sector organisations to collaborate and form consortia which can share back office functions and mitigate some of the risk to their financial security. 

Profit and loss: It seems likely that large private sector companies which can offer efficiencies of scale and large marketing budgets, will start to dominate the market purely for economic reasons.  This will restrict choice for service users, particularly of tailored provision or services for more marginalised communities.  This risk could be mitigated with a greater understanding of the market each area, by commissioners, and of the needs of all the communities in each area.  The third sector would be able to support this engagement and development work.  
Debt: Issues around unpaid bills from personal budget holders are beginning to come to light.  There are ethical issues around withdrawing services from vulnerable people who have not paid their bills, or for pursing that debt.  An agreement with local authorities and/or an insurance scheme could be introduced that covers for losses in these instances.

Direct Payments for People in Residential Care: everyone should have the right to decide where they live and how they live.  Direct payments should be available to people in residential care and they should be able to access fully personalised services.  It is acknowledged that this will cost the system more, and as such, there may be a vested interest in not offering people in residential care more personalised options.  However this is a human rights issue and should be addressed.  The reduction in mobility allowance for people in residential care is reducing mobility and choices, when others, through personal budgets, are gaining more choice.  This needs to be improved.

Able to buy less support: Experience of many people to date is that they are able to buy less support with a personal budget than they were able to before they were reassessed.  This danger is not being explained before they are entered into the system.  Some service users with a learning disability are also reporting being poorer than before as are having to use their own, limited funds, to subsidise care and support. This is on top of local authority cuts to service providers, set to continue in the next few financial years.  There is less support available for people who need it to live independent lives with dignity.

Tightening of FACS criteria: contrary to the policy intentions set out in “Caring for our Future”, on the ground it appears that funding for support is being cut.  In order to reduce costs, many local authorities are looking to reduce the categories of need for which they will pay for support- to purely “critical”.  This means that people with only low, moderate or substantial classified support needs will not have access to funded support.  Sorting out the FACS criteria is crucial to being able to address people’s support needs- to helping as many people as possible live independent, healthy lives, and preventing support needs becoming critical.  This links in very strongly with the 4th Caring for our Future priority.
Community Development is crucial in personalisation.  The more people an individual has in their life the better- a good circle of support is critical- whether it is paid or unpaid support – everyone in an individual’s life has a role to play. Cultural change is required to help develop the circles of support- it’s a change in focus for the workforce. Community development doesn’t happen overnight and good practice needs to be spread; any more resources invested in community development is money well spent. Providers need to get better at joining communities up and commissioners/grant makers need to value it.  You can do more with a personal budget if you’re better networked.  The whole workforce needs to be trained to make community connections.  The job is no longer just about making sure people are safe, warm and fed.  Local authorities would benefit from being less risk averse. 

3. Ensuring services are better integrated around people’s needs
Greater emphasis on prevention is crucial: it seems that the majority of funds are currently focussed on treating ill health rather than establishing wellbeing. When social care needs are met from the onset and health needs dealt with as soon as possible, people can lead the lives they choose, remain economically active for longer and cost the system less in terms of services.  This is the benefit of integration.
Communication: we need better systems for communication, learning and sharing information between communities and service providers and between different service providers and between the VCS and public sector. We should learn from where there is good cross sector communication- how to make it happen.  It feels like some organisations hide behind data protection.
Workforce training should centre on building collaborative skills and effective commissioning skills, aiming to reduce silo-thinking. To integrate sectors- health and care workers and commissioners need to better understand the voluntary sector, which should be incorporated into training.  Regional Voices offers to support the development of any such training.  Workers in care and in health need the knowledge and the skills to raise service users’ and patients’ expectations; to drive change.  Workers need to work with the social model rather than the medical model.
Engagement of service users should be central to the development of better and more coherent service user pathways. 

Signposting: point of entry to care services is critical – who does the initial signposting to services and the knowledge and skills of that service will have massive implications for the resulting outcome.  People need speed of access.  If someone is in need then they should be able to get details immediately/accurately signposted.  If decision making cannot be rapid then there needs to be an interim service available.  Care needs to be long term, not just looking at immediate needs.
Integration of the wider determinants of wellbeing: respondents welcomed the potential of the health and wellbeing boards to join together budgets to impact on health.  Some were concerned about the lack of integration between the NHS outcomes framework and the development of social care and public health outcome frameworks, particularly as social care budgets are subject to large budget cuts. Timely social care is crucial to preventing other difficulties arising, which as well as impacting on lives have resource implications in health, criminal justice, housing and mental health.  
Health and Wellbeing Boards:  Regional Voices welcomes the development of Health and Wellbeing Boards to lead on integrated commissioning in local areas. The joint strategic needs assessment and the joint health and wellbeing strategies need teeth!  For example, if adult social services cut funding to disabled people, then the impact is measurable in terms of outcomes for individuals and greater reliance on health services.  The public purse is not served. The Health and Wellbeing Board will need to lead on preventative commissioning.  Voluntary and community organisations help local voices to be heard in an organised way, ensuring that equality and reducing health inequalities are at the forefront of decision making. It is essential that local authorities take up the offer of the VCS of extending reach from the board into communities, preferably through direct representation on the Board.  
Conflict of agendas: in mental health, where personalisation is being brought in for social care and payment by results is being brought in in health services, integration between health and social care suffers in consequence. Both agendas are hard to manage from  a business perspective in a voluntary organisation- however together there is a conflict.
Co-terminosity of geographic boundaries has often led to close working relationships and shared service arrangements; joint commissioning and better integrated services. The emerging system of clinical commissioning groups are not going to necessarily be co-terminus with local authorities and thus extra effort will be needed to ensure joined up work between health and social care commissioners.  This will be particularly important for smooth and personalised services for older people, people with a mental health condition or with long term conditions.  Delegates at Regional Voice’s Future Forum events were keen to ensure that legacies of positive joint commissioning between PCTs and local authorities would be passed on to Health and Wellbeing Boards.
Integration of sectors: if there is to be better integration between the voluntary sector and the public sector around health and social care, then there need to be better understanding between the two.  The voluntary sector is often misunderstood- and its wider value to commissioners not grasped- for example not solely as a provider, but as a co-designer of services and as a resource in access to harder to reach communities. A short guide to the voluntary sector for commissioners can be found: http://www.regionalvoices.net/stronger-connections-for-better-health/briefings/briefings/vonne-guide-to-the-voluntary-sector-with-health-inequalities-final/  This should be incorporated into training across health and social care and lead to better development and signposting of services.  
Threats to collaborative work: at Regional Voices Future Forum events, concerns were expressed about the inherent conflict between competition and collaborative relationships and that this, alongside public spending cuts, would by default lead to price winning out over quality and outcomes. The emphasis should be on improving quality and safety and reducing health inequalities. 

Standardised commissioning processes between geographic areas and between agencies are recommended to ensure that services are working to the same indicators and using the same language. This would require the outcomes frameworks in health, public health and social care to interweave more closely.
Seamless pathways:  Integration must become part of the providers’ contracts to ensure a seamless pathway for the patient. Responsibility should be placed on the commissioner to ensure providers integrate their services across health and social care (e.g. a GP may recommend a patient takes more exercise but the local authority is closing its leisure centre).  

Developing more integrated services must be about better outcomes for patients/users so must be developed with the patient experience of their pathway at the heart. A number of key points were raised by delegates at Regional Voices Future Forum events around this:

-Speed of access is crucial for people in need. Quick decision-making and efficient cross referral are essential. Where this isn't possible someone needs to be responsible for interim arrangements (people often fall through the gap.

-Good systems are patient-centred and this must extend to “hard to reach groups”. The voluntary sector should be recognised for its expertise in engaging with “hard to reach” communities.

-Early prevention services that link with health and social care services are key. Pre crisis support must be recognised as part of an integrated care pathway and services should be integrated from an early stage.  There were concerns among delegates that current cuts and reforms will inevitably result in cuts to these types of services (for example group physiotherapy sessions for people with Parkinsons).

-It is essential to consider the wider determinants of poor health – poor financial health, poor housing, lack of social capital – as part of an integrated model and see agencies working in these areas as part of the solution. Integration isn't just about the NHS and social services.

-Multi-disciplinary care pathways are essential but should retain a single point of entry and assessment.

-Integrating emotional and physical health services should be a priority.

-Communication is key – patient experience will often be based on what information they receive, how much they know about their care “package”, “what happens next” etc” - services may be well integrated but it is the experience of the patient that matters. 

-Information and IT systems need to be integrated across services and include interventions from all partners, including the voluntary sector or for example, housing.

-Co-terminosity of boundaries means that patients can move smoothly from clinical to aftercare/social care with no geographical boundaries or postcode lotteries. This would also ensure that voluntary sector services weren't fragmented and available in one area but perhaps not in the neighbouring one even if both are covered by the same hospital trust and/or local authority.

- support to navigate the health and care systems, particularly as more providers are brought into the market through personalisation (see sections on signposting in priority 2- personalisation)

4. Supporting greater prevention and early intervention
Criteria for Funded Support: Currently assessment for local authority support for social care is anti-preventative.  At lower levels of support needs, people either need to pay for support themselves or wait until the situation deteriorates until they are eligible for support. Thus individuals with fewer resources cannot pay for support they need to live the lives they wish to lead, placing a greater reliance on health services and informal carers and thereby increasing health inequalities.  This may also have additional knock on costs for mental health services, housing services, employment and the criminal justice system.  This has a stark impact on the lives of older and disabled people, who are not supported to remain independent, rather need to wait until their needs become critical to get any support.  Neither the individual, the community or the public purse benefit from this anti-preventative approach.
Development of effective preventative and rehabilitative care would prevent the need for longer term social care in many cases and thus would be an important investment. The voluntary sector is an important part of keeping people away from needing acute health interventions and enabling a return to independent living.
Clarity in the local offer in prevention and early intervention: it seems that some VCS provision will continue to be grant funded as part of a local authority’s prevention and early intervention duty.  Clarity in what falls under this offer would improve stability both for providers and for service users.  

Increasing demands on third sector services:  Across the country, third sector organisations are experiencing massive increases in demand for services, in response to the economic downturn and as the criteria for social care support are tightened.  There has been no increase in funding, rather a decrease in most cases.  This needs to be addressed if there is to be an emphasis on the type of preventative services provided by voluntary and community sector organisations, and hence long-term savings in health and care service provision.
Evidencing benefit: it is often difficult to produce evidence of the long-term benefits and cost-savings from preventative services, and many benefits fall across wider departmental areas than simply health and social care - for example support to prevent homelessness reduces local authority housing budgets, and may also reduce criminal justice spending as well as reducing the risk of users needing health or care services. Systems need to be established that take into account the economic, social and environmental benefits of early interventions, when prioritising the types of services to be commissioned and when assessing the providers of such services.  Payment by results could not work for this kind of work as it would be impossible to detect a successful prevention as the hoped-for outcome will, by definition, never occur.
Interventions need to be long term: there are many examples of projects being funded, proven to be successful, then funding discontinued.  This results in lack of stability for providers and service users. The current economic climate threatens the existence of VCS organisations that are capable of responding to opportunities afforded by change and managing and stabilising the transition process. The experience of many organisations is that every prime contract is being awarded to large commercial organisations mainly because the tender conditions require significant financial muscle and reserves which the third sector lack (preferring to put any available funds to more immediate use for the benefit of their clients) gives an impression that the commissioning playing field is not level.
Local and regional forums: investment should be made in encouraging providers to come together to share expertise and solve problems together.  Both within and between local authorities.  For example, to inspire each other about assistive technology solutions- which improve lives and make savings. Local support and development agencies and regional networks and regional networks can support this sharing.  
Health impact assessments: The Marmot Review demonstrated that addressing socio-economic differences between populations would have a greater impact on health and healthy behaviours, as well as reducing health inequality, than concentrating on programmes that simply aim to change behaviour without addressing the wider determinants of health. It would thus be beneficial for the Government to conduct health impact assessments on all its new policies to ensure that they do not have disproportionately negative impacts on those in the lowest socio-economic groups. When people are supported to address the wider determinants of their health, such as improving their housing, social networks and maximising their income, they are more likely to adopt healthy behaviours. 

Sharing learning, between sectors and between geographic areas, is crucial to sparking ideas and spreading good practice to promote innovation in prevention and early intervention. 
Voluntary sector engagement in health and wellbeing board activity: the voluntary sector is well placed to support commissioners with assessing the needs of the local area, through the JSNA, supporting communities to voice their “needs”, the sector can also help to shape services and some organisations can help with delivery.  The voluntary sector is also well placed to review existing services.  Working in partnership, throughout the commissioning cycle, can support the coproduction of tailored preventative and early intervening services, reducing the need to spend money on acute needs.

VSNW and Regional Voices ran a commission around commissioning and the third sector- how together commissioners and the voluntary sector can co-produce solutions to issues in health and social care:  http://www.vsnw.org.uk/activities/health/commissioningproject .
5. Creating a more diverse and responsive care market
To maintain choice of diverse and appropriate services, in all localities, longer term cost savings, social and environmental impacts need to be considered by commissioners.  Current funding cuts and the drive for making short term cost savings may force good quality, responsive, providers out of the market, with the danger that there will be very few voluntary and community sector providers remaining to provide the diverse and specialist social care market that the Government wishes to encourage in the coming years.  This also means the loss of other add-on services that voluntary organisations provide, such as support for families and carers, would be lost.  Commissioners need to look holistically and long term at the market on their patch, in an ongoing dialogue with the voluntary sector.  To encourage diversity and responsiveness, these factors should be woven into the fabric of PQQs, tenders and other commissioning activities, placing the requirement on potential providers to demonstrate how they will increase diversity and responsiveness.  A more holistic view should be adopted when commissioning. Rather than encouraging commissioning to deliver a specific service intervention, commissioners should require would-be providers to demonstrate where they believe they can deliver the most beneficial impact. Good commissioners would then piece these expressions together in a ‘patchwork’ of excellence. This methodology in itself would stimulate better integration of service and care between providers.
Changes in contracting: commissioners need to work closely with service providers to transform local services to more personalised approaches.  Simply ending block contracts and hoping the market will drive new service development wipes out services and therefore choices for service users. The transition between block contracts and fully personalised services needs to be well managed and communicated, to support providers to plan and to improve sustainability for service users.
Co-produce solutions: where difficult decisions need to be made about cuts to the cost of services, then there should be open discussions with providers about where savings can be made.  Decision making should not be top down.  Communicating issues well in advance of decisions being made and talking with local providers and their service users should lead to more creative solutions.  Link to further resources- Towards More Effective Commissioning: http://www.vsnw.org.uk/activities/health/commissioningproject  It would also be useful to keep some grant funding aside to support collaborative design and piloting of new services to fill gaps in provision.
Diversity:  Good systems are patient/service user centred.  This can be more difficult to achieve for hard to reach groups in mainstream service provision.  The VCS is experienced at working with people with protected characteristics and responding to individual needs.  In this time of cuts, such services are being cut, meaning that more marginalised people are finding it difficult to have their specific care needs met. It is imperative that both generic and specialist services are supported with emphasis on ensuring that the most vulnerable and disadvantaged people have access to services that meet their more specific and complex needs, and, if long-term cost savings are to be made, on preventative service provision.
Signposting:  There are interesting models developing of systematic signposting voluntary sector services  (e.g. in Bradford, Staffordshire, Cockermouth, London and North Tyneside).  Good practice needs to be shared and built on, and there needs to be investment in further development in other areas. Linked to priority 1 on quality - commissioners and personal budget holders need assurance that the services available are of sound quality.  Service users and their carers need access to appropriate and independent advice, guidance and support to ensure that they can use and press for a social care market that reflects their needs.  
If the recommendations of the Dilnot Commission’s report are implemented, then some issues such as the postcode lottery and insufficient funding for specific services should improve.
6. The role of the financial services sector in supporting users, carers and their families

Discrimination: the cost (and related quality) of insurance products tends to proportional to the risk of cost to the insurance company.  People who are more likely to experience higher care costs, such as women who tend to live longer, or those at genetic risk of specific conditions, may be excluded from some financial products and thus not be able to plan so effectively for their future.  The Government needs to ensure that people with protected characteristics are not discriminated against by any new system and are able to plan for a healthy and well supported older age. It is important that there is a system of regulation to prevent exploitation of vulnerable people.

The Dilnot Commission report is generally well received: it proposes some good individual changes, such as security of funded support for people below the age of 40 and portable assessments. The capping of individual lifetime contributions towards the cost of care and the raising of the means-test threshold are felt by many voluntary and community sector organisations to address some of the most perverse outcomes produced by the current system and would offer security to many who are currently denied social care support.  The finance sector has not previously been very interested in this area because the potential cost of care for an individual is open-ended.  If the recommendations of the Dilnot report are implemented and care costs are capped, then this should change.  

This policy, as it stands, would be vulnerable to government policy shifts: if, for example, changes to the means-test threshold would radically alter the impact of the proposals. Respondents warned that as the government has already indicated it thinks the proposals, as they stand, are too costly it may raise the suggested means test threshold and contribution levels.  
National Care Service: when asked to feed into the Big Care Debate, in 2009, many members of the third sector considered the proposal fair, to raise taxation/national insurance contributions to pay for improvements in the care system that would be free at the point of use.  This has been a serious omission from Caring for our Future.  This proposal would mean that all members of society would share in the cost of social care, and would benefit from this safety net for our society.  This may reduce the risk of discrimination to specific groups from the financial service industry, as mentioned above.  One suggestion was for a Community Care Insurance Scheme, based on local authority areas, collected separately from Council Tax and based on income (like N.I.).  However, the benefits would need to be portable between local authorities, if people moved.  

Not for profit finance initiatives: Lessons from private sector financial service involvement in the health service in the United States also suggest that, if introduced, social care financial products should be restricted to development by not-for-profit finance initiatives to ensure that the priority to enhance profits for shareholders, that is a legal obligation for the private sector, does not provide a perverse incentive to restrict access to future social care insurance products or present significant obstacles to genuine claimants.
New products will need very good marketing and education:  there is likely to be scepticism about new financial products around social care.  There will need to be assurance from Government that they are bona fide and guaranteed to protect people’s interests.  
7. Other comments and views on the recommendations made by the Commission on Funding of Care and Support
Current strain on the system: The Commission has highlighted the issues of consistent underfunding of the social care system, even taking into account the additional funds for social care made available in the spending review (although it is reported some of that funding did not go towards social care).  Eligibility criteria have become more restrictive and care packages much reduced. Regional Voices agrees with the Commission that funding for care and support needs to be substantially increased and also targeted more effectively so that it is spent on social care at a local level. If resources are not allocated to the care system, people with support and care needs may have no, or reduced access to, support, which puts pressure on their lives and also on public spending- as health and social care costs are likely to rise as a result, as well as to other budgets.  
Cap on costs:  Regional Voices welcomes the proposed cap on care costs and for accommodation costs, for older people and those who develop care and support needs at a younger age. This should remove some of the stress from planning for care needs.  However, we are wary that a two-tiered support system could emerge from these proposals; that only those with considerable resources can benefit from high quality care and support. It is imperative that the Government subsidised share of costs does enable individuals to have access to high quality care and support. 
National eligibility criteria: The consistency that could be brought about with a national system of eligibility criteria and portable assessments would be most welcome.  More welcome still would be portable care packages between local authority areas.  Consideration should be given to weighting the funding, as costs vary around the country- but the size and quality of the care package should be fully portable.  The Commission suggests the national eligibility criteria being set at a minimum of “substantial” (FACS Criteria) initially.  However, should the Government be serious about a prevention agenda, then eligibility criteria should be set at a lower level of care and support need.  

Changes in benefits: Regional Voices is pleased that the Commission recommends retaining benefits like Attendance Allowance and Disability Living Allowance.  However we are concerned about the replacement of DLA with the Personal Independence Payment and associated new assessment process.  The reform of benefits looks set to cut 20% of the DLA budget which would result in many disabled people are carers having a seriously reduced income.  As poverty was noted, in the Marmot Review of Health Inequalities, as being the key driver for poor health and for widening health inequalities, it is essential that for the wellbeing of disabled people and carers that they are able to live on their state benefit entitlement.  This links with the Caring for our Future priority around prevention- reduction in poverty for disabled people and their carers is an investment in the prevention of ill health- and a greater later cost to the tax payer.  
If you require this information in an alternative format or further information email or call:  

Jo Whaley, contact@regionalvoices.org , 0113 3942300 
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In each of the nine English regions there is a network which champions the engagement of the third sector within the region.  They provide the bridge between local and national policy and share good practice across the region.  On a national level, Regional Voices connects each of the regional networks, enabling the critical connection between national, regional and local infrastructure. Regional Voices is funded through the Department of Health Third Sector Strategic Partners Programme to ensure input from the sector in developing health and social care policy and to support organisations to improve health and social care services. As one of the eighteen Strategic Partners, Regional Voices is strengthening links between the Department of Health and the third sector.

Jo Whaley, Regional Voices, 

contact@regionalvoices.org, 0113 394 2300
November 2011
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