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Executive summary  
 
 
This report summarises the discussions held on the issue of Redesigning Social Care1 by 
five Expert Groups hosted by the Resolution Foundation in July 2008 (as such, this does not 
represent the particular views of the Foundation.) 
 
The Resolution Foundation is an independent research and policy organisation set up in 
2005. It is currently undertaking a programme of work on redesigning social care for older 
people. As part of this work, the Foundation invited five groups of experts, each with their 
own specialist perspectives on care, to come together to discuss the vision and architecture 
for a future care system. 
 
The expert groups were made up of representatives from: 
 

1. The financial services industry 
2. Care providers 
3. Representative groups of older people and carers 
4. Local authorities 
5. Care research and policy experts 

 
Each group was tasked with designing the new architecture of a care system for older 
people, which would be able to achieve a better vision of care, based on principles such as 
independence, choice, clarity and consistency, wellbeing and prevention, as laid out in A 
Case for Change.2 
  
The Foundation also presented details of its forthcoming research programme, and invited 
comments and feedback from the groups on whether the research was focussing on the 
most relevant and worthwhile issues.  
 
 

I – A new architecture for long-term care 
 
All of the groups considered what a care system capable of achieving the vision for better, 
more personalised care and support should look like in 2030. Key themes which emerged 
from the debates generated during this process include: 
 
Care and wellbeing 
There was a broad consensus that a future “care and support” system ought to be able to 
achieve a wider goal of improving the wellbeing of older people, their families and carers. 
This included concepts of prevention, leisure and social opportunities, but also active 
citizenship, inclusion and community cohesion. 
 
Individual responsibility 

���������������������������������������� �������������������
1 Discussions were based around the future of social care for older people in England. However, the visions of future care are 
applicable to Scotland, Wales and Northern Ireland.  
2 DH, 2008 The case for change – Why England needs a new care and support system 
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Most of the groups began their vision for a new care architecture by placing the individual at 
the centre. There was much greater emphasis on the individual’s responsibility to define and 
commission their own care and support, with the system around the individual empowering 
and supporting this through advice, advocacy, brokerage, and a responsive and diverse 
range of services to choose from. 
 
Information and advice 
A broad consensus emerged that an information, advice and advocacy (IAA) service would 
be central to a future care system, in the light of personal budgets and a wider emphasis on 
personal responsibility and choice. Balancing local knowledge with universal access and 
consistency of an IAA service was a point of much debate, but it was widely agreed that 
such a service would have to cover a variety of issues important to older people – including 
housing, transport, social opportunities and preventative services. 
 
The role of national 3 and local government  

·  Many groups were very clear that national government ought to have at least two key 
responsibilities in a future care system: establishing a clear framework to clarify roles 
and responsibilities expected of the family and the individual; and raising awareness 
of and encouraging preparation for care through information and education. 

 
·  The role of the local authority in a new care system proved a more divisive point, 

though all agreed that the local authority’s role would be dramatically different in the 
future and involve some form of facilitation of older people’s choices and stimulation 
of local markets to meet the entire older population’s needs. Some groups were 
sceptical regarding some authorities’ capacity to shape markets in the future. 

 
The role of the family and informal care 
There was concern that a care system operating in 2030 and beyond would have to rely less 
on informal care, given demographic change and the changing shape of the family. As such, 
a future system would have to do more to recognise formally the contribution made by 
informal carers both financially and with support and training. Enabling informal carers to 
work was seen as key to encouraging people to take on caring roles, and also reduce the 
negative economic impact informal care could have on both the family and society as a 
whole. 
 
Care provision, personal budgets and the workforce 

·  The future of care provision was seen as more diverse and flexible, with a spectrum 
of care options on offer rather than the “either or” choice currently available. This 
would be able to respond more effectively to people’s changing needs and 
preferences. 

 
·  This would certainly have an impact on the workforce, and many groups hoped to 

see a future care workforce which was better paid and trained to carry out a wider 
range of services to meet more diverse needs. The use of technology to carry out 
monitoring and menial tasks would free up staff to provide “real”, more skilled care 
and social interaction. 

���������������������������������������� �������������������
3 The groups were discussing the future care system in England and “national government” must be viewed in this context. 
Nevertheless, the visions for the future could certainly be adapted for Scotland, Wales and Northern Ireland. 
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·  The use of personal budgets and personal assistants, and the risk allowed in a future 

care system, was widely debated, with a balance between personalisation and 
choice, and safety and quality care, proving difficult to find.  

 
Funding care 
Most of the discussion groups acknowledged that a future care system would be funded 
jointly between the individual and the state. Obstacles to this, such as a lack of planning by 
individuals and low awareness of the care system, were debated, as was the range of 
vehicles currently available to people to fund their care. Looking to the future, some believed 
that pre-funded care insurance would not be viable, while others felt this would be if there 
were some form of compulsion. Equity release was seen as a viable funding option in the 
future, though concerns were raised as to whether a funding system in 2030 – when baby 
boomers would make up the majority of care users – would be suitable for the (potentially 
less wealthy) generations which followed. 
 

II – Comments on the Foundation’s research programm e 
 
The Foundation’s research programme over the coming months is made up of four 
interlinked projects: 
 

1) Navigating the care system 
2) Improving innovation and efficiency in care supply 
3) Local market shaping 
4) Exploring the vehicles for funding care 

 
These four issues represent just some of the important functions of a care system, but they 
were chosen from a wider range of issues because it was felt that the Foundation was able 
to add value to the wider care reform agenda by exploring these issues in more detail. These 
projects were discussed in the second half of the session. Some of the key issues which 
arose included: 
 
Navigating the care system 
Ways in which seeking advice and information could be normalised and made part of 
people’s day to day lives, thereby reducing the instances of people seeking advice only in 
times of crisis, were discussed. Issues such as more pro-active marketing by providers to 
older people and their families and information regarding preventative care were also raised. 
 
Improving innovation and efficiency in care supply 
Obstacles to innovation in care were discussed. These included: 

·  External constraints – such as regulation, lack of channels to communicate with the 
local authority, and local authorities having to achieve efficiency gains which led to 
risk-averse commissioning with larger providers only. 

·  Internal constraints – namely the fragmented nature of the sector, the lack of robust 
economic evaluation of pilots to identify best practice care models, and recruitment 
and retention of staff. 

 
Local market shaping 
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The better use of information to stimulate local markets was central in this discussion. Better 
information flows regarding local shortages of care as well as the needs of the local older 
population (including self funders) was seen as a crucial mechanism for local authorities, 
who needed to act as “intelligence gatherers” to stimulate the care market. 
 
Exploring the vehicles for funding care 
The viability of existing financial products to fund care was explored. Some felt care was an 
“uninsurable risk” for pre-funded products; immediate needs annuity was unsuitable for 
those with lower needs; and equity release still suffered from negative perceptions. Local 
authorities’ deferred payment schemes were discussed as a potentially viable alternative for 
lower earners if incentives for local authorities to offer these schemes could be created. 
 

III – Next steps 
 
The Resolution Foundation is seeking to create a vision for the architecture of a future long-
term care system. This is needed because whilst the outcomes and principles that lay 
behind a future system of care and support have been well-defined, what a system capable 
of achieving this vision would look like remains vague: in terms of its infrastructure for 
delivery, and the roles and responsibilities of and relationships between key actors. 
 
Five expert groups, each with their own perspective on care for older people, were tasked 
with creating this vision. The Foundation will now use the constructive and forward-thinking 
debates held by these groups to inform the next phase of its research programme, which is 
to both develop a series of policy solutions around the four key areas it is investigating, and 
to demonstrate how these contribute towards a larger programme of systemic reform 
required to achieve a new architecture for care.  
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Redesigning social care – a summary of  
expert groups’ discussions  

 
 

I – Introduction 
 

The Resolution Foundation, established as an independent research and policy organisation 
in 2005, began its work programme looking at care for older people at the beginning of 2008. 
The Foundation is particularly concerned with how low earners4 fare in today’s mixed 
economy and so in February 2008 it published Lost, low earners and the elderly care 
market. This explored how low earners perceived and experienced the current long-term 
care system. In April 2008, the Foundation built on these findings by publishing A to Z: 
mapping the long-term care markets, based on analysis by Deloitte. This analysis mapped 
the existing mixed market of care and assessed how well it was functioning. A number of the 
weaknesses identified by this work are now being explored as part of our research 
programme over the summer (see below). 
 
However, the key conclusion from the A to Z analysis was that the long-term care market 
operates as a series of interdependent parts. As such, any reform of the system must be 
considered in the round: it is crucial that not one, or even a few, areas are targeted for 
reform in isolation from the whole - if this were to occur, then the “tweaking” at the edges 
may have knock-on effects which could de-stabilise other parts of the care market. With this 
in mind, the Foundation has sought to frame its work programme within a broader discussion 
regarding an overall vision for a new long-term care system.  
 
The Foundation felt the principles and outcomes identified by the Government in its Case for 
Change document were well articulated: 
 

• Promoting independence, choice and control for everyone who uses care and 
support services; 

• Ensure that everyone can receive the high-quality care and support they need, and 
that everyone gets some support from the Government, but that funding is targeted 
at those most in need; 

• The system must be affordable for government, individuals and families in the long 
term.5 

 
However, what a system capable of achieving such outcomes would look like, in terms of its 
infrastructure, remains undetermined. In the light of this, the Foundation decided to bring 
together a number of expert groups, each with their own specialist perspective on care for 
older people, to discuss the architecture of a future care system capable of achieving better 
and fairer outcomes for older people as outlined in the Case for Change. The five groups 
were made up of representatives from:6 
 

1. The financial services industry 

���������������������������������������� �������������������
4 We define this group as those individuals who earn less than median incomes but who are receive less than 20 per cent of 
their incomes from state benefits. Households earning between around £14k and £23k and individuals between around £7,300 
and £12k would fall into this group. 
5 DH, 2008 The case for change – Why England needs a new care and support system 
6 For a list of expert group participants, see Appendix 
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2. Care providers 
3. Representative groups of older people and carers 
4. Local authorities 
5. Care research and policy experts 

 
Each group was tasked with developing its own “vision” of a new long-term care system, in 
terms of the infrastructure, and the delegation of roles such as care delivery, regulation, and 
so on. They were also asked for feedback and comments on the Foundation’s summer 
research programme, and were presented with a number of key questions regarding the 
research most relevant to their area of specialist interest.  
 
The following sections summarise, in non-attributable format, the discussions held during 
these sessions. We plan on bringing the participants back together in larger mixed groups in 
October in order to evaluate the Foundation’s emerging research findings and reflect on how 
they contribute to the wider architecture and vision for long-term care as defined in July.  
 
The discussions held at both of these events will feed into the Foundation’s final report, 
published in November, in which we will present our thoughts on an overall architecture of a 
new care system as well as a series of policy recommendations on some of the key 
elements of this architecture. 
 
 

II – An architecture and vision of a future care sy stem 
 
To introduce the first part of the expert group sessions, the Foundation outlined a number of 
key social and demographic trends that would affect the context in which a care system 
would operate in 2030. These included statistics regarding an ageing population and 
complexity of care needs, but also covered wider issues such as immigration, environmental 
change and technological development which would all have an impact on a future care 
system.7 
 
The Foundation also established what “care” meant for the purposes of the discussion – 
using the Government’s definition of “care and support”: 
 

“the activities, services and relationships that help people to be independent, active 
and healthy – as well as to be able to participate in and contribute to society – 
throughout their lives.”8 

 
And also recapped the vision and principles for a future care system which had been 
outlined by the Government, and which the Foundation felt were a good starting point for 
discussion.  
 
Each expert group was then split in to two, and tasked with creating a new architecture for 
long-term care in 2030. To facilitate the process, the groups were given a set of cards, which 
were marked: 
 

���������������������������������������� �������������������
7 See appendix for the full PowerPoint presentation 
8 DH, 2008 The case for change – Why England needs a new care and support system 
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• Who.... “Who are the key actors with responsibility in long-term care?” 
• What... “What should their role and responsibilities be? Or what function should they 

carry out?” 
• How... “How should they carry out this role or function?” 

 
The first set of “who” cards were filled in with a range of actors, including local and national 
government, the regulator, the care user and the family. A small number of “what” cards 
were filled in, with key functions such as care provision and funding, to give the group a 
better idea of what these cards would identify. The “how” cards were left blank. The groups 
had free choice to use as many or as few of the cards as they liked, and could make their 
own. They then placed these cards on their tables in order to establish which roles and 
responsibilities ought to be delegated to which actors, and to determine the relationship 
between these actors, in a new long-term care infrastructure. This allowed the groups to 
diagrammatically represent a new care system. 
 
One group’s “vision” of care 
 

 
 
The key themes which emerged from “visions” are summarised below: 
 
Care and wellbeing 
Many groups identified the concept of wellbeing as central to their visions of a future care 
system. Wider than care and support, a future system had to look to older people and their 
family’s wider needs: including housing, transport and benefits, but also improving older 
people’s leisure and social activities and enabling them to be active citizens and members of 
their communities. A system which supported wellbeing had to work towards inclusion.  
 
The concept of wellbeing was often linked to a discussion of the importance of the 
community in the future. Communities ought to help support older people, and older people 
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ought to contribute to their communities in a reciprocal relationship. One group preferred the 
term “community support” to care, to reflect the fact that lots of groups within the community 
would be providing it. Another suggested there should be more financial support for carers, 
families and the wider community to gain the skills to enable them to set up and run local 
centres to support older people.  
 
The role of the individual 
The importance of individual responsibility in a future care system was emphasised by 
almost all of the groups, with many suggesting responsibility for care should start with the 
individual and their family. Many believed this should be part of a wider concept of rights and 
responsibilities between the individual and the state – all groups felt national government 
had a duty to define what was expected from the individual, and what they would be entitled 
to in return. This was linked to a wider sense of “active citizenship”, whereby in the future 
certain expectations ought to be placed on the individual, for example, regarding 
preventative healthcare. 
 
A number of the groups also began their diagrammatic representation of a new care system 
by placing the individual older person and their family at the centre and worked outwards 
from there, arguing that any new care system had to be designed with people using the 
service as the starting point. Some believed in the future the individual would have a much 
greater role in designing and commissioning their own care, and that care provision ought to 
be defined as “anything the individual wants”. The state – whether national or local 
government – would have more of a supporting and enabling role in this scenario and act as 
a safety net for those unable to make their own choices (see below). 
 
The role of national 9 government 
There was almost universal agreement regarding the key responsibilities of national 
government in a future care system, with nearly every group identifying:  
 

·  The need for national government to raise awareness of the care system and 
encourage the public to prepare for their care needs in later life, particularly in a 
financial sense. Suggestions on how to do this included providing information and 
education, new incentives to save (and the removal of disincentives), and better 
public engagement. Some felt the current level of public engagement as part of 
the Green Paper process was too low key and was not having a significant 
impact on the public consciousness.  

·  The provision of a minimum entitlement for older people, in the form of care or 
funding, to create a safety net and a sense of “everyone gets something”. No 
group was able to identify what exactly that minimum entitlement might consist of, 
however, one suggested having a pack, given out to all those over 50, similar to 
the “Baby Bounty” pack for new parents. This would outline what that person 
would be entitled to and the services available. This minimum entitlement 
concept was linked to the wider idea of “rights and responsibilities”, and the 
government’s duty to provide clarity regarding what an older person, as an active 
citizen, should expect from the state and what the state expected from them. 
 

���������������������������������������� �������������������
9 Discussions were based around the future of social care for older people in England. However, the visions of future care are 
applicable to Scotland, Wales and Northern Ireland. 
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In addition to these two central roles, a number of other suggestions were made by 
specific groups. These included: 
 
·  Providing clarity of care funding rules so that the financial services industry would 

be able to respond with appropriate products. 
·  Establishing a preventive care agenda, similar to the public health agenda, to 

encourage people to take steps to prolong healthy old age.  
·  Rationalising funding streams to enable several pots to be combined and 

delivered to the individual more holistically. 
·  Establishing national eligibility criteria to remove the levels of local variation in the 

current system. 
 

The role of local authorities 
The future role for local authorities was a far more divisive issue than the role of national 
government, and opinion varied widely between groups – indeed, some groups managed to 
construct a new care architecture without including the local authority at all, delegating all of 
its existing responsibilities to other bodies, whilst others assumed local authorities would still 
have an important role. 
 
Nevertheless, everyone agreed that the way in which local authority discharged its 
responsibilities in the future would be very different from the current system. Some believed 
local authorities should have less of a commissioning and provider role, and more of a 
market shaping role to work towards wellbeing and prevention. Others  suggested there 
ought to be a shift towards local authorities providing more advice and brokerage, and act as 
an enabler of older people to define and commission their own care package. The move 
towards greater self assessment was also seen as a route towards this. 
 
Similarly, others suggested the local authority should be the interface between individuals 
and services – having a signposting role and potentially being an accumulator of local 
information (e.g. holding core data on what services were available locally and a register of 
all qualified personal advisers), as a means of helping people choose their own care, rather 
than actually being the agent which chose care on behalf of the local community.  
 
Several of the groups identified a “niche” role for local authorities in the future which had yet 
to be fulfilled: fostering networks to integrate older people into the wider community. This 
includes ensuring local services are integrated and inclusive for older people to make the 
most of social opportunities, and encourage inter-generational mixing. 
 
Areas of division across the expert groups when discussing local authorities included funding 
and eligibility – with some suggesting that regional level government needed to step in to 
reduce the local inequalities in the current system, whilst others arguing that the 
consequences of such a step on local authority budgetary control had to be considered. 
 
Shaping the market of care provision 
Discussions regarding the role of the local authority could not be separated from a wider 
debate regarding the need for “someone” to shape the market for local care. Although many 
of the groups foresaw a greater role for individuals in defining and commissioning their own 
care, it was widely accepted that there had to be some safeguard to ensure there was 
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sufficient care supply in local areas and that it responded to people’s needs, particularly for 
those unable to actively choose their own care package. 
 

·  Many groups felt some local authorities did not have the capacity to shape local care 
markets effectively and engender innovation in the sector.  

·  Some suggested local authorities did not have the right skills set for this role, and 
pointed to the tendency to commission traditional “tried and tested” services as a 
means of minimising risk.  

·  Others pointed out that “market shaping” of the future was a more nuanced skill than 
commissioning, which would become a marginal responsibility mainly for the 
dwindling numbers of local authority-funded older people who had not embraced 
personal budgets. Local authorities had to be more sophisticated in how they 
stimulated their markets.  

·  Other groups felt that local authorities might not have wide enough coverage to 
achieve a “national vision” of a care market, which was seen as desirable by 2030.  

 
Regional level market shaping was raised as a possibly more effective and efficient route to 
take, as regional markets would provide greater opportunities for growth in the care sector 
and could take a more strategic view. However, some pointed out this would add an 
additional level of complexity to the care infrastructure. Joint local authority working could be 
a means of achieving integrated and wider market shaping without the need for a regional 
body. 
 
Funding 
Almost all of the groups felt that the funding of a future care system would be shared 
between the state and the individual, though none attempted to define exactly how much 
each would be expected to contribute.  
 
Some groups focussed on the existing vehicles open to individuals to fund their care, 
suggesting that a care system in 2030 would be a “self funders market” and local authority-
funded services would be marginal. Some were concerned that care was not a particularly 
insurable risk given its high probability – 1 in 3 or 4 compared to other risks insured by 
private markets. However, others suggested that insurance was viable if take up increased, 
bringing premiums down.  
 
It was for this reason that the idea of compulsion was raised – if the state were to make 
saving for care compulsory in future, this would give the industry sufficient volume to ensure 
distribution costs were manageable. It would also remove the prevalence of “distressed 
purchase” in the market which currently existed, where financially unprepared older people 
are faced with tough choices. It was also felt this was the most effective way of overcoming 
the chronic lack of planning that currently existed, and would address the problem whereby 
costs are imposed at the point where an older person is most vulnerable and likely to be 
under the impression that they have already paid for their care via a life time of national 
insurance and income tax contributions. There was general agreement that such a scheme 
would also require the government to establish a universal minimum entitlement for a future 
care system, above which people would be able to “top up” with additional savings. It was 
suggested that if there were less stigma around ageing, and more high quality care options 
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(such as US-style retirement villages), people may actually look forward to getting older and 
would be prepared to pay more for a comfortable old age. 
 
The issue of equity release was also debated. The main problem with this was the continued 
suspicion regarding such products and an attitude to inheritance which worked against using 
housing equity during a person’s lifetime. Some felt the financial services industry needed to 
communicate more effectively and interact better with the public to engender trust.10  
 
Several of the groups expressed concern that a funding system suitable for a care system in 
2030 (where baby-boomers would make up the majority of those receiving care) may not be 
suitable for the generation that followed. Some suggested baby boomers were a “glitch” 
regarding their high levels of wealth. Releasing this wealth to pay for care (via equity 
release) would ease the pressure on the smaller tax-paying cohort that followed, however 
assuming this younger generation also ought to pay for their care via their housing wealth in 
the years which followed may prove unfair, and potentially unfeasible. Younger generations 
may end up paying twice (once through funding free care now, and then in a future care 
system which placed more emphasis on individual contributions), and also younger 
generations may simply not have the levels of wealth available to pay for their care. 
 
Some suggested a two-stage or transitional funding system, to take into account the unique 
situation of baby boomers and then those that followed. However it was pointed out that it 
was impossible to predict whether or not the younger generations would be as wealthy as 
the baby boomers by retirement age.  
 
Informal care 
The expert groups discussed the changing role of the family and informal care as crucial to a 
new care system. Many groups debated whether demographic change would mean a 
system in 2030 and beyond would not be able to rely so heavily on informal care as is 
currently the case.  
 
There was also concern that informal care was viewed as “free”, whereas the economic cost 
of people stopping work to carry out caring duties was actually very large. Furthermore, the 
negative impact was cyclical as informal carers may be contributing less to their pensions 
and saving less for their own care in later life. 
 
Given the changing demographic situation and economic impact of caring, most groups felt 
that in future, the contribution made by informal carers had to be recognised formally 
somehow – caring had to be made as “easy” as possible with greater state support. Ideas on 
how to achieve this included: 
 

·  A more formal funding arrangement (the system in Germany was referred to whereby 
older people and their carers are given money in a single pot and entitlement to 
social care funding for an older person automatically entitles their informal carers to a 
range of state benefits.) 

·  Greater “buy in” from employers, giving caring duties the same recognition as 
childcare responsibilities. Government had to encourage and support employers to 
give more flexibility and time off for employees with caring duties, arguing that a 6-

���������������������������������������� �������������������
10 This issue was revisited in more detail during the plenary session which followed – see below. 
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week holiday for an employed informal carer was cheaper than paying for 52-weeks 
of support for an older person. 

·  Free training for informal carers, perhaps alongside formal care staff, in areas such 
as lifting, which would make informal carers’ lives easier. 

 
Regarding the family more widely, and as with individual responsibility, some groups felt 
there needed to be more clarity in a future care system from central government regarding 
the responsibility of the family and what was expected from them in terms of care and 
support. One suggestion was that families ought to have a more recognised advocacy role 
for their older relatives, though the point was raised that families could sometimes impede 
the independence of their relatives by wanting “safe” care, which was usually viewed as 
traditional residential-style care services.  
 
Information and advice 
In light of the fact that many groups felt a future care system ought to place more 
responsibility on the individual for designing and commission their own care package, the 
need for information, advice and advocacy was seen as crucial. Key suggestions included: 
 

·  A “signposting” system which required local knowledge, but which should be distinct 
from the local authority (the idea of an independent national body was raised). 

·  Many of the groups discussed the need for national consistency and universal 
access to information and advice, with the recognition that local variation in care 
would require a “local information” service. Suggestions to combine the two included 
a national “hub” and quality mark, which would enable local advice services to join 
and operate under a brand which gave quality assurance. The hub would also collect 
nationally relevant information to distribute to local branches to pass to older people. 

·  The existing ‘in touch’ services provided by some local authorities were referred to as 
an effective model, as they make contact with ‘at risk’ individuals a few times during 
the year to see if they need any assistance and provide signposting. 

·  Using GPs as a gateway, who could both refer people to the service and tell the 
service about people they should contact.  

·  Well woman/man clinics, which would allow older people to drop in and access 
information and advice when they wanted to.  

·  The district nurse/health visitor who could make a visit much like they do to families 
with new born children. Similar visitors could be used to assess the needs of older 
people according to some central criteria and point them in the direction of 
assistance if they wanted it, however these individuals should be divorced from social 
services and funding issues to appear less intrusive and more trusted and 
independent. 

·  However configured, this service would need to shift the focus towards preventative 
action, though it was very hard to make people seek advice and plan ahead unless 
they were motivated by some event or crisis. 

·  Targeting people at a time when they might be thinking about advice – after a 
hospital discharge, at the GP surgery, and possibly in divorce courts. The idea of 
adapting the “Baby Bounty” pack for older people was raised again in this context, 
with support for expecting and new parents seen as a model of good practice in 
terms of timely outreach. 
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·  Advice had to be given on related issues of transport, housing, etc. It was felt that an 
information/advice service of the future ought to be a one stop or first stop shop for 
everything relevant to older people, and would act as a valuable means of “hiding the 
wiring” between different services. 

 
Care provision 
The groups’ visions of how care would be delivered in the future were fairly consistent: most 
saw an increased role for domiciliary care and a wider range of services to allow people to 
stay in their own homes, including dedicated take away services (a step up from the 
traditional “meal on wheels”) and dedicated taxis. It was recognised these types of services 
had been in decline over the past 30 years, but several of the groups expressed a wish to 
see a fuller range of services in future, particularly in relation to property maintenance and 
social outings (including shopping) services. There were concerns that technology might 
lead to greater isolation of older people (as people began to shop online for example, and 
monitoring was done remotely via telecare services), however others pointed out that such 
services would essentially free up carers services to carry out “real” care – social interaction 
and outings rather than basic monitoring roles. Some raised the prospect of higher-need 
dementia care being delivered more regularly in the home. 
 
Residential care, in its current traditional form, ought to be used only when absolutely 
necessary and there would be a shift from the institutional-style care formal to extra care 
villages allowing for “supported independence”.  
 
However there was also a general agreement that care should be more fluid and integrated 
– care services should develop into a spectrum rather than the “either/or” of the current 
system. Such variety and flexibility would need to grow from a care market responding to 
people’s preferences rather than being commissioned in the current system. There was also 
support for a “mixed economy” of care, with a larger role for the third sector, to offer a more 
diverse range of service solutions. A new system ought to be able to deliver care based on 
needs, not services (i.e., a person says “I need a gardener”, not “I need low-level domestic 
assistance”). 
 
Only one discussion group raised the issue of regulation in their vision for a future care 
system, stating that it ought to be streamlined and more consistent between local and 
national levels of regulation. Regulation and its interaction with care provision was discussed 
in more detail during the care providers expert group’s plenary session – see below. 
 
Workforce and personal budgets 
Discussions regarding the future development of how care was delivered often generated 
into a wider discussion regarding the care workforce and the future impact of personal 
budgets. 
 
Many groups wanted to see the care workforce evolve into a more respected, higher paid 
and better qualified profession. This was seen as possible through the emergence of 
telecare carrying out menial/monitoring functions, which allowed carers to carry out higher 
skilled “real” care. Carers would also have to be more flexible and carry out a wider range of 
tasks to meet personal needs and respond to the freedoms of personal budget spending.  
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There was considerable debate between and within groups regarding personal budgets and 
personal assistants, and the amount of risk that should be allowed within the system. The 
advantaged and disadvantages of CRB checks and care audits were debated in some 
groups, with some suggesting this would hamper flexibility for older people to hire their 
family or friends and assistants. One suggestion was a voluntary accreditation scheme, 
though some suggested this could evolve into a two-tier service with cheaper non-accredited 
staff available. Others argued this was how childcare currently functioned successfully and 
older people and their families ought to be allowed to choose for themselves, as in any other 
market, what sort of provider they would like.  
 
There was agreement, however, that in order to make personal budgets a success, there 
would need to be a much larger advocacy and brokerage function in a future care system in 
order to support individual decision making.  
 
 

IV – The Foundation’s research programme 
 
The second half of each expert group session was used to present some of the key 
questions the Foundation sought to explore over the summer as part of its research 
programme. Each group was presented with those questions most relevant to their area of 
interest and expertise, though opinions on the wider programme were also invited. The 
Foundation’s research programme over the coming months is made up of four interlinked 
projects: 
 

1) Navigating the care system 
2) Improving innovation and efficiency in care supply 
3) Local market shaping 
4) Exploring the vehicles for funding care 

 
It was explained at first that these four issues represented just some of the important 
functions of a care system, but they were chosen from a wider range of issues because it 
was felt that the Foundation was able to add value to the wider care reform agenda by 
exploring these issues in particular. They were also issues which were of particular 
relevance to low earners – a group which the Foundation focussed its work on to improve 
their wellbeing in mixed economies. Before looking at the specific research project or 
projects relevant to their area of interest, the group were asked to comment more widely on 
the Foundation’s research programme. 
 
General comments were positive, though it was pointed out that the Foundation would need 
to focus very clearly on low earners, as this was where value could be added and issues 
addressed from an unexplored angle. The differential impact of care charges and changes in 
non-means tested benefits were raised as two key examples of where low earners would 
often lose out relative to those on higher and lower incomes in the care system. The issue of 
informal care and the care workforce were two additional research strands which were 
suggested as valuable for the Foundation to look in to.  
 
Key themes from the discussions regarding the four specific projects are summarised below:  
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1) Navigating the care system 
 

The concern was raised that information and advice was most often sought at times of crisis 
(following a fall, housing or financial problem, etc). As such, people seeking advice (older 
people and their families and carers) were often ill-prepared to take in and act on the 
information being provided. This meant the provision of information and advice was not a 
neutral process – for people in crisis, the provision of factual information had to also include 
some “hand holding” to help people through difficult times. 
 
People’s “crisis mentality” had to be addressed to allow for more preventative information 
and advice to be provided. Normalising the receipt of advice and information (i.e. making it 
part of people’s routine) was seen as key to improving its take up. Ideas to achieve this 
included the use of information points in shopping centres, libraries and other locations 
which have been piloted, which cover all local authority functions and used by all of the 
community – this was seen as important to reduce the stigma some older people might feel 
in going to an “old person’s” information point.  
 
Another suggestion was to encourage more of a marketing function by care providers. It was 
pointed out that many care providers (residential, home care and preventative services) 
were marketed at GPs and social care staff, rather than the public. Advertising of care 
homes and services was seen as an important way of improving people’s awareness of the 
choices available and something which needed looking in to. 
 
Nevertheless, the group agreed that the automatic take up of information and advice could 
not be taken for granted, even if it is present. Therefore, whilst making information part of a 
person’s “natural landscape”, pro-active information and advice provision was needed to 
encourage people to think ahead and take action regarding care. 
 
Two important areas were identified where advice was most valuable – at times of transition 
(i.e. a move from home care to residential care, hospital to residential care, living in a family 
to living alone, etc.), and as an interface between systems – particularly between the local 
authority, PCT and hospital. 
 
There was some concern regarding the potential for progress in improving information and 
advice provision: “signposting” in care services had been identified as important for the past 
20 years, and little had been done to improve the capacity and sustainability of the sector. 
The national helpline for carers had still yet to come about three years after the Government 
expressed their intention of creating one. It was felt that cumbersome government processes 
stifled political will for better information and advice and also led to too much interference 
with local providers. It was also felt that whilst there was too much “re-invention of the wheel” 
at local level, a national system risked becoming unresponsive and impersonal.  
 
2) Improving innovation and efficiency in care supp ly 
 
Regulation was identified as a key obstacle to innovation in the sector, with too many 
instances of ill-planned and poorly implemented regulation which caused a range of 
unintended consequences at the front line, as well as a bureaucratic burden which made 
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“thinking outside the box” simply too complex. Dementia care and terminal care were raised 
as illustrating this point. 
 
Another issue which arose was that there was no mechanism for providers to bounce ideas 
off of local authorities – that the latter assumed that if the former came to them with an idea 
they were pitching for a contract rather than simply seeking feedback. It was also pointed out 
that the private care sector was often treated with suspicion by some local authorities, who 
would only commission services which had been commissioned before and so were tried 
and tested. This stifled innovation and new ideas, as these did not win contracts.  
 
However, it was broadly agreed that local authorities were constricted themselves by 
national guidelines, targets and regulation. Local authorities had little room to manoeuvre in 
how it dealt with the care sector – for example, in order to make efficiency savings, the 
Government has recommended that local authorities seek contracts from, and build, larger 
care homes, thereby cutting off funds from smaller and potentially more innovative providers. 
Guidance issued by CSED11 was also referred to which suggests authorities contract with 
fewer providers, which also worked against smaller providers. 
 
The lack of funding at local level was also seen as a constraint on local government which 
led to risk-averse (and therefore innovation-averse) commissioning practice. It was 
suggested that a lack of funds could be overcome with goodwill on all sides, but that the 
private sector did not often receive goodwill from local authorities.  
 
The fragmented nature of the care market (particularly domiciliary care) was also seen as 
problematic. Not only were smaller providers disadvantaged in local authority 
commissioning, but also there were limited opportunities for improving efficiency in a small 
provider. As a result, local authorities, seeking to make care efficiencies, would often simply 
reduce the number of older people it funded. It was suggested this was occurring at a rate of 
3-4% a year, and that the care home market was staying buoyant mainly due to the growth 
in demand for self-funded care. Small providers ought to be supported in entering and 
operating sustainably in the market, it was suggested, by providing a “backbone” of 
standardisation in areas such as business support, operating models and IT packages.  
 
Other obstacles to efficiency were identified as a lack of “hard nosed” economic evaluation 
of different care models. Many pilots had been carried out, but with little evaluation of the 
costs of roll out and their sustainability and business case. This made the post-code lottery 
of provision worse, and also led to no one really knowing “what worked”. 
 
Another obstacle was the recruitment and retention problems of the care workforce, with pay 
being a key problem. Providers were unable to pay much more than minimum wage for their 
staff. Eastern European immigration was a boon to providers, however, many staff from 
Eastern Europe were returning due to better economies. A SAGA pilot was mentioned which 
was seeing whether permanent contracts for domiciliary care staff gave better job security 
and improved retention. Telecare was also seen as a means by which staff, a scarce 
resource, could be deployed to carry out “genuine care”, which in turn would improve their 
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11 The Care Services Efficiency Delivery Programme 
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work satisfaction. It was pointed out, however, that many in the care sector saw telecare as 
a potential threat – a perception which had to be addressed. 
 
3) Local market shaping 

 
A key challenge for local authorities was ensuring their entire population’s care needs were 
met. It was felt that authorities did not have to take control of funding to achieve this per se, 
but rather manage information flows more effectively. The local authority was seen as having 
four key information roles: 
 

i. Providing information regarding what services are available to care 
advisers, carers and GPs, in order to create a common platform on 
which advice services and professionals could deliver information to 
the public; 

ii. Collecting information to inform commissioning – regarding needs of 
the entire local population, existing range and volume of services to 
meet those needs, etc; 

iii. Collecting feedback/tracking information to find out what services have 
been used and the impact of preventative services; 

iv. Providing information to older people and their families (including self-
funders) about current provision in the locality so that they knew what 
to expect in terms of benefits and services. 

 
One local authority, for example, mapped all of the accommodation for older people in the 
area to identify the location and types of shortages of care places. This information was 
shared with care providers so they knew where to build new facilities in order to fill gaps in 
the market. The local authority would tell providers what care services were in short supply 
in the area, and give a clear signal that they would buy this service if the sector provided it 
and would market it to self funders (through providing information of what services were 
available to the entire population). 
 
This role of the local authority as “intelligence gatherer” to let the care sector know what 
older people (including self-funders) needed was seen as very important. Another example 
was given of a local authority holding a “provider conference”, to speak to local care 
providers about the future care needs of the local population and discussing potential 
solutions. 
 
Other methods of stimulating a more flexible and innovative care market were raised. These 
included the use of flexible contracts which allowed for other (unspecified) services to be 
developed in the future as part of the contract, and longer contracts which could be modified 
annually – allowing for stability of funding, whilst maintaining a level of responsiveness to 
changing local need. Another example was the way in which tenders were put out. One local 
authority had reserved a piece of land to provide a care facility and put it up for sale. This 
land-care package allowed bidders more freedom to suggest the type of care facility they 
wanted to provide rather than fulfil a pre-written tender. 
 
The issue was also raised that small providers in particular would need financial and other 
support from local authorities during the transition period to personal budgets – the reduction 
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in local authority block contracts would see many providers open to a greater risk of bad 
debt and local authorities had a responsibility to help providers with this shift. The role of the 
local authority would change with personal budgets, and they would have less leverage. 
However, their accountability for the funds used remained and there was some concern 
expressed regarding their liability for how personal budgets were spent. 
 
4) Exploring the vehicles for funding care 
 
Regarding existing products available for people to fund their care, there was some debate 
as to whether the 1:3 or 1:4 chance of needing care in later life was insurable, compared 
with a 1:10 chance of having a car accident and 1:20 of claiming on home insurance. Few 
insurers offered this insurance, and only those in high income brackets bought it.  
 
However, the idea of compulsory pre-funding was raised as a means of reducing costs of 
insurance and therefore making it more viable, potentially placing a ring-fenced portion 
within the pensions personal account. However it was mentioned that in 1997, when the 
chances of needing care were calculated to be 1:6, the cost of compulsory care insurance 
was said to be a 3% increase in national insurance. This would certainly be a higher figure 
now and not feasible. 
 
A more insurable risk for pre-funding products was seen to be “long tail risk” – as there was 
a potential for older people to require care for ten years or more, which could be insured 
against. “Long tail insurance” products, like that in New York which funded care after 2 
years, were mentioned. 
 
Alternatives to pre-funding were also discussed, including equity release and immediate 
needs annuity insurance (INA). However the latter was currently only provided by a few 
insurers, and few independent financial advisers gave information on the product, making 
public awareness very low. It was also pointed out that INA was very expensive for those 
with low care needs, and that there was no guarantee of cost over time as premiums were 
reviewable annually. 
 
It was felt that equity release, on the other hand, suffered from poor public perception. Local 
authorities and advice organisations were either ill-informed or prejudiced against equity 
release products, and it was suggested the Financial Services Authority did little to remedy 
this.  
 
Local authorities’ deferred payment schemes were then discussed.12 There was little 
awareness of these schemes in the groups, but those who were aware of them suggested 
that they were simply not affordable by local authorities with tight budgets, and so authorities 
did not actively promote the schemes and would be unlikely to approve applications for 
these interest-free loans. On further discussion it was agreed that such schemes were never 
likely to be widely available unless local authorities were given incentives to operate such 
schemes.  
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12 Deferred payment schemes are offered by local authorities. An older person can have their care costs paid for by the local 
authority, who will then recoup this when the older person dies or sells their home. On death, those inheriting the older person’s 
estate have to pay back the local authority the cost of the care within 56 days. After this time the local authority charges a 
nominal interest rate on the amount owed. 
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V – Concluding thoughts and next steps 
 

The Resolution Foundation seeks to identify and develop practical policy solutions to 
challenges identified by its research. It was for this reason that it hosted a series of expert 
groups, in an attempt to create a tangible vision for the future reform of long-term care. 
 
This was needed because whilst the vision and principles that lay behind a future system of 
care and support has been well-defined, what a system capable of achieving this vision 
would “look like” remains vague: in terms of its architecture for delivery, and the roles and 
responsibilities of and relationships between key actors.  
 
The five expert groups responded to the not inconsiderable challenge of thinking beyond the 
problems of the current system, and the economic and political constraints for reform, to look 
to the future and define what was desirable (and achievable) by 2030. The groups visualised 
a future system capable of delivering a personalised and flexible spectrum of services, 
driven by the principles of choice, individual responsibility and empowerment, and achieving 
wellbeing, inclusion and active citizenship. These constructive and forward-thinking debates 
also generated diagrammatic representations of a new architecture for care, which helped all 
involved visualise what a new system might look like. 
 
These visions for a new architecture, the debates which took place on this issue, and the 
groups’ comments and feedback on the Foundation’s research programme, will all feed into 
a report outlining a series of key policy recommendations which the Foundation will publish 
towards the ends of 2008.  

 
 
 
Appendix: 
 
Resolution Foundation Expert Groups July 2008 Deleg ate List 

 

Name    Organisation 
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Ruth Cartwright  British Association of Social Workers 
Sue Collins   Joseph Rowntree Foundation 
Vicki Combe   Alzheimers Society 
Jules Constantinou  General Reinsurance Life UK Limited 
Gill Coombs   Counsel and Care 
Gillian Crosby   Centre for Policy on Aging 
Garry Cross   Nestor Healthcare Group Plc 
Chris Curry   Pensions Policy Institute 
Gillian Dalley   Relatives and Residents Association 
Owen Davies   General Social Care Council 
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Catherine Deakin  Association of Chief Executives of Voluntary Organisation 
Laurie Edmans  Safe Home Income Plans / Aegon 
Amanda Edwards  Social Care Institute for Excellence 
Margaret Elliott  Sunderland Homecare 
Karen Evans   Association of British Insurers 
Margaret Farrell  Disability Advice Lambeth 
Brian Fisher   AXA Lifetime Care 
Paul Gee   Telecare Services Association 
Nick Georgiou   Hampshire County Council 
Prof Caroline Glendinning University of York 
Mary Gostelow  Deloitte + Touche LLP 
Tim Gunning   Equality and Human Rights Commission 
Matthew Hibberd  Local Government Association 
Nick Hurman   Independent Consultant 
Richard Hyde   Which? 
Giorgia Iacopini   New Local Government Network 
Jeff Jerome   Association of Directors of Adult Social Services  
Peter Joinson   Care Watch 
John Kennedy   Joseph Rowntree Foundation 
William Laing   Laing & Buisson Healthcare 
Katy Litt   Norwich Union 
James Lloyd   ILC-UK 
Prof Jill Manthorpe  King's College London 
Lizzie McLennan  Help The Aged 
Ralph Michell   Association of Chief Executives of Voluntary Organisations 
Jennifer Moses  10 Downing Street 
Sophie Moullin  Institute for Public Policy Research 
Donna O'Brien   United Kingdom Homecare Association 
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Ian Owen    Partnership Assurance 
Anna Passingham  Counsel and Care 
Sarah Pickup   Hertfordshire Council 
Rachel Race   Department of Health 
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Monique Rotik   Opinion Leader 
Andrea Rozario  Safe Home Income Plans 
Nadine Schofield  Care Services Improvement Partnership  
Sheila Scott   National Care Association 
Sara Siegel   Deloitte 
Pete Sinden   Dr Foster 
Philip Spiers   NHFA 
Madeline Starr   Carers UK 
Karen Timperley  London Borough of Camden 
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Tom Wolstonecroft  Oldham Metropolitan Borough Council 
Owain Wright   SAGA 
 


