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Plans for a National Care Service for 
England were first presented 13 years 

ago in the dying days of the last Labour 
government. Since then no detailed work 
has taken place to flesh out what the 
service might look like or how it should be 
implemented. That is the purpose of this 
report.

England’s adult social care emergency
Since 2010 care and support in England 

has gone downhill fast and we now face an 
adult social care emergency. This winter’s 
hospital discharge crisis was a symptom 
of much wider problems. Spending has 
fallen hugely when compared to levels of 
need, with poorer communities bearing 
the brunt. Access to care has been unfairly 
rationed with people not receiving the 
services they are entitled to and levels of 
support often insufficient. Widely praised 
principles of prevention, wellbeing, 
personalisation and control were written 
into the Care Act 2014 but have not been 
translated into practice. 

Due to funding cuts, councils are often 
not paying enough to secure safe and 
sustainable care, let alone to invest in new 
facilities. In this challenging environment 
many providers have worked hard to 
maintain and improve standards. But 
some have demonstrated low quality care, 
exploitative workforce practices or unac-
ceptable commercial behaviours. Poor 
pay and conditions are among the factors 
that have triggered a staffing crisis in the 
sector, with 165,000 vacancies. Unpaid 
family carers are bearing the brunt of the 
system’s failures, and people receiving 
support are paying charges they often 
find punishing. 

Without action things will get even 
worse because we have growing numbers 
of people in late old age and with complex 
lifelong disabilities. To respond to rising 

need, projections suggest that the care 
workforce will need to increase by more 
than half and the number of care home 
places by more than a quarter. Billions of 
pounds of extra money will be needed just 
to replicate today’s level of provision, as 
inadequate as that is.

The business case for care and 
support

The core purpose of adult social care 
should be to give people the support to 
live the life they want, in the home they 
want, doing the things they want, with 
the people they want. But there is also a 
strong financial case for spending more on 
care and support. Most importantly, adult 
social care spending quantifiably increases 

the wellbeing of recipients. It also reduces 
pressures on the NHS. 

Over the next decade extra formal care is 
needed to help address a looming shortfall 
in the availability of family carers. More care 
spending will also help tackle worsening 
labour shortages by boosting employment 
opportunities for carers and disabled 
people. Social care spending spreads jobs 
and growth around the country. Every 
extra £1bn in social care spending will 
create around 50,000 jobs distributed all 
over England, with the largest impacts felt 
in the North East and North West. Finally 
raising taxes to spend on adult social care 
will redistribute money from high-income 
to low- and middle-income households, 
and from men to women. 

Summary
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Why a National Care Service? 
Extra spending is not enough. Money 

must come with reform. Creating a Na-
tional Care Service would lead to a trans-
formation in care and support in England.

Under a National Care Service, the 
NHS and adult social care should remain 
separate though interconnected services. 
Local government should lead delivery, 
with national government only exercising 
new functions where this is essential. 
Councils would continue to work with 
independent providers, which would face 
stronger expectations and requirements. 
Due to the competing financial pressures 
facing the system, charging reform should 
not be the first priority for extra money. It 
should be progressed gradually alongside 
other changes.

We think the National Care Service 
should be guided by 10 principles: 

1. Choice and control for individuals 
and their families 

2. Local and place-based

3. Nationally consistent

4. Accessible 

5. For everyone 

6. Preventative 

7. Relationship-based 

8. Rights-based 

9. High quality and diverse

10. Connected 

 
Not everyone we spoke to likes the term 
‘National Care Service’ but we hope these 
are 10 principles that people involved in 
care and support can unite around. If fu-
ture ministers opt for a different new label 
that would not undermine our proposals. 
But we are clear that a new name is need-
ed to mark a fresh start, signal the scale 
of ambition, build public support, and 
create the institutional identity needed to 
sustain and protect a reformed service for 
the long term.

The position now A National Care Service

Local authorities supposedly in charge but without the money or 
powers they need 

National ministerial responsibility and leadership working in 
partnership with strong councils

Unclear entitlements that are often not realised in practice Clear rights and entitlements and the ability to enforce them

Inconsistency in access to support and quality of care Nationwide entitlements and geographic consistency

A fragile, fragmented and sometimes extractive ‘market’ of care 
providers

Commissioners and partners working together as part of a public 
service

Support only for people with limited means Support and peace of mind for everyone

Inadequate funding and emergency cash injections Long-term and sustainable approach to finance

Insufficient development of specialist housing and modern care 
homes Long-term certainty and funding to build new facilities

Inadequately rewarded staff and a recruitment and retention crisis National terms and conditions working towards parity with the NHS 

Unaffordable fees and inability to pool risks Improvements to affordability by reducing the scope of charging 
over time

Creating a National Care 
Service would lead to a 
transformation in care 

and support in England.
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TEN BUILDING BLOCKS 

The reform should centre on a national care 
guarantee, codified in a new National Care 
Service ‘constitution’. Ten building blocks 
should bring this guarantee to life. Some 
of the changes will require legislation and 
we propose a National Care Service Act 
that revises and expands on the Care Act 
2014. The Westminster government should 
consult with devolved governments on 
certain aspects of the plan that may be 
best delivered on a four nations basis. 
 

 
BLOCK 1: STRUCTURE AND IDENTITY

1. Launch a shared national brand that 
encompasses the adult social care 
activities of national government, local 
authorities and independent providers 

2. Strengthen national leadership by cre-
ating duties for the secretary of state 
to support a comprehensive national 
care service

3. Expand national government func-
tions with respect to strategy, co-pro-
duction, finance, public information, 
workforce, data and evidence

4. Use and repurpose existing organisa-
tional structures to avoid the need for 
new national or local bureaucracy 

5. Support flexibility at local level so 
that councils can determine models 
of support, the mix of providers, and 
whether to pool functions with the 
NHS

6. Support regional and sub-regional 
coordination with a role for integrated 
care systems and city regions

BLOCK 2: WORKFORCE

1. Negotiate a fair pay agreement cover-
ing the whole adult social care work-
force to include a sector minimum 
wage and minimum employment 
conditions

2. Introduce national employment terms, 
pay bands and minimum pension en-
titlements for employees of National 
Care Service providers to achieve 
parity with similar roles in the NHS 
over time

3. Redesign occupational roles in adult 
social care with the long-term am-
bition of more people in the sector 
having higher skilled or specialist jobs

4. Align adult care and NHS workforce 
planning and skills functions with 
reforms to existing national agencies, 
and joint responsibility between coun-
cils and the NHS locally

5. Expand regulatory requirements 
for training and skills and consider 
improvements to the design and 
delivery of social care qualifications 

6. Introduce professional registration 
for the adult social care workforce on 
a voluntary or compulsory basis with 
detailed consultation before deciding 
which of these approaches is best for 
England

BLOCK 3: CO-PRODUCTION

1. Embed co-production into the 
development of the National Care 
Service using deliberative techniques 
involving those with lived experience 
to design the new system

2. Create co-production and accountabil-
ity mechanisms at national level with a 
new co-production duty for ministers 
and an independent scrutiny, evidence 
and engagement body led by people 
who require support and carers

3. Require co-production in the local 
planning and delivery of services with 
new duties to involve people in deci-
sions, set up co-production forums 
and fund peer-led organisations
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BLOCK 4: RIGHTS

1. Clearly specify existing rights and 
expectations by establishing the Na-
tional Care Service ‘constitution’ and 
considering whether to codify existing 
rights in law

2. Incorporate the UN right to inde-
pendent living into domestic law by 
introducing entitlements to choice of 
accommodation and inclusion in the 
community

3. Improve understanding and enforce-
ment of rights including by launching 
an appeals system, and requiring 
councils to commission peer-led 
advice and advocacy

 
BLOCK 5: UNPAID CARERS

1. Strengthen national strategy and lead-
ership with a National Care Service 
carers strategy

2. Specify and promote carers’ existing 
rights such as their right to receive 
money from a direct payment in cer-
tain circumstances or to choose how 
much care to provide 

3. Require local authorities to discuss 
carers’ wishes when a family member’s 
support and care is being planned

4. Introduce a right to short breaks for 
carers to help sustain caring relation-
ships 

5. Require other public services to pass 
carers’ details to the National Care 
Service including direct referral by 
GPs, DWP and children’s services 
departments 

BLOCK 6: ACCESS

1. Expand preventative open-access 
support including home adaptations 
and consider specifying a minimum 
share of National Care Service budget 
earmarked for prevention-focused 
activities

2. Require DWP and NHS referrals of 
people with possible support needs so 
that local authorities can proactively 
offer information, advice and assess-
ment

3. Establish earlier and more consistent 
eligibility for support by improving 
and standardising implementation 
of the current law and revising it if 
necessary

4. Introduce packages of support that 
better meet needs and enhance inde-
pendence to properly reflect existing 
law plus the UN right to independent 
living 

5. Make the NHS and local authorities 
jointly responsible for meeting health 
and care needs after hospital discharge 
by building on existing joint rehabili-
tation activities

6. Arrange services for everyone regard-
less of means unless people opt-out 
with free arrangement of services and 
contract management

BLOCK 7: MODELS OF SUPPORT

1. Develop national strategies promoting 
effective care models to steer the fu-
ture development of support and care

2. Improve research and the gathering 
and application of evidence including 
on effective care models, delivery prac-
tice and commissioning arrangements

3. Support take-up and use of direct 
payments by increasing flexibility in 
using budgets and providing peer-led 
support

4. Promote joint delivery of health and 
care to people with significant clinical 
and support needs including named 
care coordinators and joint teams for 
people living at home, and better NHS 
services in care homes

5. Promote models of housing with care 
by creating a new planning use class 
of ‘housing with care’ and requiring 
adult care and planning departments 
to work together 

6. Improve use of data and technology 
with support for technology innova-
tions, and national data standards and 
collection requirements

Reform should centre 
on a national care 

guarantee, codified in 
a new National Care 
Service ‘constitution’.
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BLOCK 8: PROVIDERS

1. Establish a stronger public service re-
lationship with ‘licensed’ independent 
providers including stable contracts, 
national employment conditions and 
joint branding

2. Promote public sector and non-profit 
options by giving local authorities the 
flexibility to chose the right mix for 
their area, especially when planning 
new capacity

3. Strengthen local partnerships between 
councils and providers to collaborate 
on service planning, quality, costs and 
workforce

4. Implement the standardised pricing of 
services building on the current gov-
ernment’s Fair Cost of Care initiative 

5. Strengthen the financial supervision 
of providers with expanded national 
regulation for large providers and 
light-touch local authority oversight 
for small providers

BLOCK 9: AFFORDABILITY

1. Take immediate steps on charging 
reform, for example by making short-
term care free or uprating means-test-
ing thresholds, and implement the 
delayed 2022 charging reforms if they 
have been confirmed by the existing 
government

2. Consider one or more charging 
reforms to coincide with the National 
Care Service launch date as part of 
the new national care guarantee – eg 
free support for people disabled before 
adulthood, a reformed means-test, a 
universal contribution or the ‘Dilnot’ 
cap on lifetime costs.

3. Progressively introduce further 
charging reforms in the years that 
follow ideally with a pre-announced 
timetable

BLOCK 10: MONEY

1. Prioritise ‘year one’ stabilisation 
spending with the aim of tackling the 
workforce crisis and ensuring service 
continuity

2. Make a 10-year spending commitment 
to significantly raise expenditure in 
real terms every year, and commission 
independent advice on the amount 
needed 

3. Phase in a national funding formula 
and National Care Service grant to 
equalise spending power between 
areas, with the grant either topping up 
or replacing locally-raised revenue (to 
include transitional arrangements to 
smooth the change over several years)

4. Support long-term investment 
in modern care homes, specialist 
housing and technology by creating 
a public sector National Care Service 
investment fund and by maintaining 
certainty on pricing to draw in private 
investment

5. Consider an increased role for social 
security in funding residential care so 
that housing and disability benefits 
contribute towards future increases in 
care home spending.

Charging reform options to 
consider:

• free support for people disabled by 
the age of 25

• a lifetime cap on care costs (the 
version of the policy cancelled in 
2015)

• reform of the assets means test 
(also delayed since 2015)

• reform of the income means test 
(eg disregard disability benefits, 
higher thresholds)

• a modest universal contribution to 
everyone’s care costs

• free support for people with very 
significant support and clinical 
needs
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The roadmap to a National Care 
Service

First steps are needed immediately after 
the next general election to stabilise care 
services and to ensure that people start 
to see initial improvements quickly. But 
the process of building the National Care 
Service will be a long-term project that is 
likely to take up to a decade to complete. 

Once the reform process is well un-
derway and ministers can point to visible 
change, we suggest an official ‘launch date’ 
when the new brand goes live. This would 
probably happen during the 2028/29 finan-
cial year to accommodate the process of 
co-design, legislation and implementation. 
For example, the launch could be on 5 July 
2028 – the 80th anniversary of the NHS.

There are six stages in the reform 
journey. The appendix provides 
suggestions on detailed sequencing 
within each of our building blocks. 

• Inherit: recent changes to law and 
policy already provide important foun-
dations

• Stabilise: an immediate ‘rescue plan’ 
for both health and adult social care that 
is also designed to begin longer-term 
reform, especially focused on workforce 
issues

• Prepare: co-production and consul-
tation on details of the reforms, initial 
changes to practice and finance using 

existing laws, a National Care Service 
Act and associated regulations and 
guidance 

• Launch: the new brand, citizens’ rights 
and public sector responsibilities go live

• Embed: time and money is required to 
secure major improvements and intro-
duce charging reforms

• Evolve: continual change to improve 
services informed by co-production and 
evidence, plus a scheduled review four 
years after the launch date
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Ten principles for a National Care Service 
1. Choice and control for individuals and their families 
Personalised care and assistance, with people requiring sup-
port and their carers directing and co-producing services to 
lead the life they want in the home they want

2. Local and place-based 
Rooted in local communities and networks of support, 
shaped and delivered by properly resourced, accountable local 
authorities

3. Nationally consistent 
Equally available everywhere, with a national guarantee of 
support and an end to postcode lotteries in support and care

4. Accessible
Available to meet all reasonable support requirements, with 
people referred for assistance as needs arise

5. For everyone 
Services for everyone with support needs, regardless of their 
means, and affordable to all

6. Preventative 
Providing support to reduce future needs, with a focus on 
early identification, wellbeing, independence, reablement and 
support at home

7. Relationship-based 
Trusting, caring relationships between an empowered, sup-
ported, and properly rewarded workforce and individuals, 
carers and their families

8. Rights-based 
Clear legal entitlements, transparently communicated and 
explained, with support to help people access their rights

9. High quality and diverse
High and rising standards, with sufficient support available 
to meet people’s needs, diverse models of provision, and 
ongoing innovation and investment

10. Connected 
Support that is seamlessly integrated with housing, the NHS, 
DWP and other community help whenever necessary.
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What might it mean for me?
David, a 30-year-old with a complex 
learning disability 

“I live in a specialist housing scheme 
with my own apartment and high levels 
of support available day and night. It is 
run by a housing association licensed by 
the National Care Service. I pay my rent 
and living costs from benefits, but the 
care is free because I have been disabled 
all my life.”

“I see my friends and family fre-
quently, take part in different activities 
around town, and connect with people 
who share my interests. The National 
Care Service arranges my support after 
asking me and discussing options with 
my family. I know my usual carers very 
well. They respond to what I want and 
understand the support I need.” 

Zamila, a 50-year-old who recently 
lost mobility 

“I have a degenerative condition and 
am unable to walk without assistance. 
After successfully applying for personal 
independence payment, I was contacted 
by the National Care Service. It offered 
advice on local support and how to stay 
independent and carried out an assess-
ment of my needs.”

“I receive a direct payment that ena-
bles me to employ a personal assistant 
for several hours a week. This help is 
free because the local authority ignores 
my earnings and disability benefit when 
assessing my means. The National Care 
Service and a local disabled people’s 
organisation give me advice that makes it 
easy to use the budget and helps me meet 
my obligations as an employer.”

“I live with my partner in my own 
home which has been adapted with 
assistive technology. I have been able to 
carry on working which is really impor-
tant to me. I have peace of mind about 

the future, knowing a range of options 
for alternative housing in the future 
exists should I need it.”

Les, an 85-year-old with frailty and 
co-morbidities

“I have complex physical health 
problems that mean I have been falling 
at home and don’t feel confident going 
out on my own. My GP referred me for a 
National Care Service assessment which 
happened promptly. We discussed all the 
things I wanted to do in my life and the 
support I need to do them.” 

“My home has been modified and 
I now have a care coordinator who has 
helped me access the ongoing healthcare 
I need and arranged for a carer to help 
me get out of the house and see friends 
several times a week. Integrated digital 
records and a simple app means that all 
my needs and preferences are recorded. 
I don’t need to repeat my story, and 
my family and everyone helping me all 
know what’s going on.”

“I get this help even though I have 
£40,000 in savings and own my home. I 
make an affordable weekly payment as 
a contribution to the support I receive. 
I know that if I need support for many 
years, the National Care Service will 
eventually start to pay all the costs.”

 

June, a 95-year-old with 
dementia 

“I live in a care home and have 
limited capacity to make decisions. 
My local council arranged my 
placement after offering my family 
a choice between several licensed 
National Care Service providers. A 
local authority adviser supported 
us through this process reducing 
stress and anxiety. The adviser is 
now responsible for checking the 
care home is continuing to meet my 
needs.”

“The care home is a modern facil-
ity with the latest technology. It has 
enough well-trained staff to support 
me and focus on my quality of life 
without things ever feeling rushed.”

“I have £150,000 in assets from 
the sale of my previous home. This 
means I pay fees for my accommo-
dation and some of the costs of my 
care. However, the National Care 
Service, disability benefits and the 
NHS all make a weekly contribution 
towards the cost. My family know 
that if I stay in the home for several 
years the time will come when my 
support and care will be free, and I 
will only have to pay for the accom-
modation.” 

“I receive a direct payment 
that enables me to employ 

a personal assistant for 
sev eral hours a week.  

This help is free because 
the local authority ignores 
my earnings and disability 

benefit when assessing  
my means.”
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Maise, an unpaid carer 
“I live with my dad and provide 

significant ongoing care. A few years ago 
my GP asked if I was a carer and referred 
both me and my dad for a National Care 
Service assessment.”

“I now receive support from the 
National Care Service to help me care. 
At the initial assessment I made the 
choice to look after my dad rather than 
feeling forced to. My dad has a care plan 
that assumes I will only care for him for 
some of the time, following a discussion 
about each of our needs and preferences. 
I receive a direct payment to make sure 
I’m looking after my own needs.” 

“The local authority told me about my 
right to short breaks. I have been able to 
take two holidays without my dad re-
cently, as well as receiving support once 
to take him away.” 

“I am supported by a local organisa-
tion that represents carers like me. They 
gave me lots of advice and help at first 
and I know someone is there to help if I 
have questions.” 

Penny, a homecare worker 
“I am employed by a small care 

agency but I am part of the National Care 
Service team. My work has a sense of 
purpose and people recognise that I am 
part of a national public service.”

“I have good pay, terms and condi-
tions that are decided nationally after in-
put from my trade union. I’m paid about 
the same as someone in the NHS doing 
a similar job. I get guaranteed minimum 
hours, decent sick pay and am paid for 
breaks, training and travel time.” 

“There are more homecare workers 
than in the past so I can spend more time 
with the people I support. I work with 
individuals and their families to help 
them stay independent in ways they 
want, rather than just doing fixed tasks 
every day. This has made my job more 
fulfilling.” 

 
“I want to build specialist skills in sup-
porting people with Parkinson’s disease 
and I know I can access the training to do 
so, free of charge. Eventually I will be able 
to move into a more senior role. I have a 
plan to progress within social care, and I 
can’t see myself doing anything else for 
work.” 

Trevor, a social worker in local 
government management

“I work with disabled people’s 
organisations, carers’ organisations and 
individuals receiving support to co-pro-
duce solutions and shape future services 
in the area.”

“I have the powers and the funding 
I need to work with providers to de-
liver high-quality support and care for 
everyone who needs it regardless of their 
means. I have a positive, rather than 
antagonistic, relationship with providers 
based on long-term partnership.”

“My team and I actively seek out peo-
ple who may need assistance. We don’t 
feel forced to restrict access to assess-
ments and services when people have 
clear needs. We are able to refer people 
to open-access services and networks 
of support to help them live well and 
prevent or minimise future needs.”

“I can take a long-term perspective. 
Working with local partners including 
the NHS, care providers and housing 
associations I have developed long-term 
plans to invest in new capacity, increase 
local recruitment and jointly provide 
training for care workers.” 

Ava, a care agency owner
“I am paid a realistic price for 

the complex care my team provides. 
This enables me to comply with 
National Care Service employment 
conditions, meet high expectations 
regarding quality and workforce 
skills, and also make a modest 
surplus.”

“My agency is a licensed partner 
of the National Care Service. The 
team wear National Care Service 
logos as well as our own firm brand-
ing. We have a long-term contract 
and it enables us to provide flexible 
support to maximise the wellbeing 
of the people we work for.” 

“We collaborate with the local 
authority and other providers on 
improving practice, technology, 
recruitment and training. I supply 
data on individuals receiving sup-
port which is integrated with other 
information to facilitate joined-up 
care and inform planning and eval-
uation.”

“I provide financial information 
about my business to the local au-
thority so that it can ensure we are 
operationally viable and not putting 
profits before quality services. The 
company is registered in the UK and 
we pay all our taxes in this country.” 

“My work has a sense 
of purpose and people 

recognise that I am part of 
a national public service.”

These statements are illustrative of the change we want to see delivered by a National 
Care Service but do not reflect the opinions or experiences of specific individuals.  
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1. Introduction

This is a think tank report. It represents 
the views of its two authors and no 

one else. But it is also a response to the 
evidence and perspectives of hundreds of 
people who have contributed their ideas 
and steered our thinking – disabled people, 
older people, carers and families, people 
working in social care, campaigners, policy 
specialists and politicians. The recommen-
dations are ours not theirs. However, they 
result from listening and engaging deeply 
with the huge diversity of experience and 
expertise we have encountered. 

We are not detached observers. We 
come with our own practical experience of 
the health and care systems – one of us is 
disabled and the other has worked in the 
social care sector. And like almost every-

one in this country, we have seen family 
members grapple with the complexities of 
care and support. We also come with our 
centre left politics. We believe in collective 
solutions convened and guaranteed by 
government, in solidarity between citizens 
and the ethic of care, in consistent, reliable 
standards and entitlements, and in justice 
and fairness between people from different 
walks of life. These personal experiences 
and political values guide our thinking.

The next steps in the process of creating 
a National Care Service should be for 
others. As the ideas in this report are taken 
forward, the details should be developed 
through collaboration and co-design, so 
that everyone who has a stake in adult so-
cial care is able to take part in the decisions. 

In fact, the first act for a future government 
should be to create the co-production 
arrangements needed to stress-test and 
fill-out the proposals presented here.

This report is the start of a long-term 
journey for the next government. We use 
the word ‘roadmap’ because building a 
National Care Service requires staged 
reform over many years across more than 
one parliament. Both urgent action and 
patient preparation will be required by a 
new government to get things moving. 
A formal ‘launch’ should be a symbolic 
moment where new entitlements, expec-
tations and responsibilities go live. But 
further improvements and reforms will be 
needed afterwards spanning the course of 
a decade or more.
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Thirteen wasted years
Plans for a National Care Service for 

England were first presented 13 years 
ago in the dying days of the last Labour 
government. In a 2010 white paper, Andy 
Burnham and Gordon Brown promised a 
new service built on six pillars:

1. Prevention and wellbeing services to 
keep you independent

2. Nationally consistent eligibility criteria 
for social care enshrined in law

3. A joined-up assessment

4. Information and advice about care and 
support

5. Personalised care and support, through 
a personal budget

6. Fair funding, with a collective, shared 
responsibility for paying for care and 
support

The Labour party recommitted to the 
idea at the 2017 and 2019 elections. Yet, 
over the course of a decade, no significant 
work has taken place to examine what a 
National Care Service should offer or how 
it might work in practice. That is the reason 
UNISON and the Labour party shadow 
health and social care team asked us to 
carry out this work.

Over those 13 years the state of adult 
social care has gone from bad to worse. A 
savage funding squeeze has dragged down 
both the quality and quantity of support 
and care available. More people who need 
help are going without any support, and 
more are receiving assistance that is to-
tally inadequate to meet their aspirations. 
Family carers have been left to pick up the 
pieces, often at significant personal cost. 
And frontline social care workers struggle 
with low pay and unfair, insecure working 
conditions that have now helped trigger a 
severe recruitment and retention crisis.

This review is informed by our under-
standing of what has gone wrong since 
2010, both with respect to adult social 
care itself and with the political debate on 
adult social care. We discuss the different 
dimensions of the social care crisis in 
chapter two. On the politics, we make 
three observations here. 

First, we are convinced that care and 
support has been allowed to reach today’s 
point of crisis because it is a fragmented, 
localised system not a national responsi-
bility. New national leadership, national 
financing and national standards are an 
essential prerequisite for better outcomes 
for people locally. There needs to be a 
national care guarantee to ensure good, 
consistent services in every community. 
The scale of extra funding needed will only 
come once national politicians know they 
are accountable for support and care.

Second, the choice by politicians from 
all parties to focus on who should pay what 
for care has been a disastrous cul-de-sac. 
Striking the right balance between per-
sonal and government contributions to the 
funding of adult social care is an important 
issue. But it is just one among many vital 
points that need to be addressed and it 
is ultimately the wrong question to ask 
first. Otherwise, we end up debating who 
should pay for support that does not exist 
or is totally inadequate. The central task for 
social care reform should be to ensure that 
the right support is available to everyone 
who needs it. Achieving fair and affordable 
care payments can follow. An incoming 
government should implement whatever 

charging reforms are already on the table. 
But after that it should only consider major 
steps to make care more affordable grad-
ually alongside other long-term reforms. 
The launch of a National Care Service 
should not mean immediately jumping to 
a position where most support is free at the 
point of need. 

Third, it has been an error to link reform 
of social care to questions of revenue rais-
ing. Politicians don’t debate which forms of 
tax should be raised every time they want 
to increase spending on schools, childcare, 
pensions or the NHS. But we have done so 
with adult social care, creating an unnec-
essary hurdle on the road to reform. This 
has also created the misleading impression 
that most of the extra money required for 
adult social care is needed to pay for new 
funding entitlements for older people with 
significant assets. Actually the new money 
is mainly needed to properly fulfil prom-
ises that the system already makes but 
fails to deliver, especially as the number of 
people requiring support continues to rise. 
We agree that politicians should examine 
the future balance of taxation in our ageing 
society and ask how to raise more from 
those with significant income or wealth. 
But compared to pensions or the NHS, 
adult social care is a tiny budget. A major 
increase in social care expenditure will not 
affect the overall balance of tax and spend-
ing or require a designated new source of 
revenue. For that reason, this review does 
not engage at all with questions of where 
money for support and care should come 
from. 

Care and support 
has been allowed to 

reach today’s point of 
crisis because it is a 

fragmented, localised 
system not a national 

responsi bility.
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2. England’s adult social care emergency

England is currently experiencing 
a health and care crisis. Over the 

winter urgent NHS services were at risk 
of complete collapse, with millions facing 
unacceptably long waits for treatment and 
care in A&E. Thousands were stuck in 
wards, no longer needing to be in hospital, 
because the necessary care and support 
in the community was not available. The 
government introduced sticking-plaster 
solutions for hospital discharge that were 
expensive, piecemeal and focused only on 
the short term. There has been no com-
prehensive recovery plan for support in 
the community despite ministers’ repeated 
promises to fix adult social care. Until such 
a plan is realised, the NHS will continue to 
face significant pressure on the healthcare 
it provides to us all. 

But England’s adult social care emer-
gency is about much more than ‘delayed 
discharge’ and the NHS. It is about homes, 

communities and people: the hundreds of 
thousands who need practical support and 
care to lead a good life in a good home, 
and the networks of families, unpaid carers 
and paid care workers who want to make it 
happen. Adult social care directly touches 
10 million people’s lives each year.1 The 
crisis is causing huge harm to people with 
lifelong and enduring disabilities, frail 
older people losing their independence, 
unpaid carers under extraordinary pressure 
and 1.5 million care workers who receive 
neither the reward nor the recognition they 
deserve for the vital work they do.2 

Insufficient, inadequate and unfair 
social care means that adults who need 
support are unable to live where they 
choose, in the place they call home, with 
the people they love, doing the things they 
want in the communities that matter to 
them. Two-thirds of those who have used 
or had contact with adult social care were 
dissatisfied with it, according to the 2022 
British Social Attitudes survey.3 

People who do not have a care or 
support need, or do not know someone 
who does, are also affected by the social 
care emergency. We all lack the security 
of knowing care and support will be there 
when we or our family need it to live a good 
life. More than 60 per cent of adults fear 
the adult social care system will be unable 
to meet future needs that they may have 
or provide high-quality care and support.4 
Social care isn’t about a distant minority, it 
is about all of us. 

We all lack the security of 
knowing care and support 
will be there when we or 

our family need it to live a 
good life.
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Paying austerity’s price
England did not stumble into a social 

care emergency, nor was it an accident. The 
emergency is the consequence of deliberate 
policy choices. Austerity, which was forced 
onto local government by the coalition and 
Conservative governments, has pushed the 
social care system to the brink. Between 
2010/11 and 2018/19, spending on adult 
social care fell by 12 per cent, after adjust-
ing for a growing and ageing population.5 
The Local Government Association (LGA) 
has estimated that, over the past decade, 
care costs have increased by £8.5bn but 
revenue only by £2.4bn – resulting in a 
£6.1bn funding gap.6 

These financial pressures arise partly 
because adult social care is funded by a 
local government finance system that is 
itself broken. The capacity of local gov-
ernment to raise appropriate revenue or 
adequately meet needs varies massively 
across the country. Neither the ‘notional’ 
resources earmarked for adult care nor the 
actual budgets set in each area bear any 
relationship to different levels of need or 
cost. It is poorer areas that tend to have 
the lowest resources relative to the need in 
their community.7 

In the face of this inadequate funding 
local authorities have been forced to ration 
care and support by delaying assessments 
and narrowing eligibility. Over 110,000 
more people requested social care in 
2021/22 than six years earlier, but only 
11,000 more actually received any support.8 
By August 2022, nearly 550,000 people 
were waiting for an assessment for care, a 
review of their needs, or for their support 
to commence.9 Age UK estimate that 2.6 
million people aged 50 and over in England 
had an unmet need for support.10 There is 
also evidence of significant inequality in 
unmet need: the proportion of over-65s in 
the most deprived areas lacking support is 
twice as high as in the least deprived.11 

Austerity also means that when individ-
uals do receive care and support, it often 
falls short of what we should aspire to pro-

vide. Direct payments and commissioned 
packages of care are frequently insufficient 
to offer peace of mind, independence and 
control. Often there is only enough to 
provide the most basic personal care rather 
than to sustain wellbeing and a good life, or 
to take a preventative approach that limits 
or delays further needs. The system is often 
bureaucratic and formulaic, providing 
standardised services rather than focusing 
on what individuals and their families feel 
is needed to live well. 

The number of people using direct pay-
ments has fallen every year since 2017/18, 
restricting opportunities for self-directed 
support and independent living.12 Mean-
while people with complex, evolving health 
and care needs are frequently unable to 
access joined-up, holistic support covering 
practical and personal care in the home 
along with primary, community and in-
termediate healthcare. By spending public 
money on care and support packages that 
are inadequate, unsuitable and fragmented 
we store up problems as undermet need 
often results in greater demand for support 
in the future.

An opportunity missed
None of this was meant to happen. In 

2014 the coalition government passed the 
Care Act, a pioneering piece of legislation 
which was intended to enshrine the 
principles of prevention, wellbeing, per-
sonalisation and control into adult social 
care. Neither the letter nor the spirit of the 
law has been realised, largely because the 
money has not been there – and the sector 
remains unreformed. The Act introduced 
a national threshold for eligibility that 
was supposed to bring more uniform 
national access. But in practice access 
to care has become ever more rationed, 
with local authorities each taking their 
own approach. The same law was meant 
to introduce charging reforms based on 
the recommendations of the 2010-2011 
Dilnot commission. But implementation 
was shelved in 2015, reinstated in 2021 and 
then delayed again in 2022.

Open-access community-based servic-
es focused on prevention and wellbeing 
are too scarce – whether that be traditional 
services like home helps and befriending 
schemes or new models based on mutual 
circles of support. The same is true of 
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cost-effective housing-related support in-
cluding aids, adaptations and warden-style 
support. Nor have the principles of choice, 
independence and control translated into a 
wider range of specialist housing options, 
leaving too many people forced to choose 
between institutional care or danger and 
isolation in an unsuitable, unmodified 
home. Care homes will always have a role 
to play for people with very high health 
and support needs, but there are too few 
alternatives such as ‘housing with care’ or 
‘supported living’ schemes.

Local authorities are often paying pro-
viders too little to provide care safely and 
sustainably in a way that reflects people’s 
complex personal requirements. Since 
2019, £7.5bn of public money has been 
spent buying support for people living in 
care homes that have been rated ‘inade-
quate’ or ‘requires improvement’ by Care 
Quality Commission (CQC).13 Councils 
often set care home fees at below cost, 
forcing providers to over-charge self-fund-
ing residents for the same service and risk-
ing the continuing viability of providers.14 
Home care packages are frequently priced 
at hourly rates significantly below the true 
costs incurred by providers with lawful 
and ethical employment practices.15 Last 
year nearly two-thirds of councils reported 
that adult social care contracts were being 
handed back because funding was seen as 
inadequate to guarantee basic safety and 
care quality.16 

Fees are inadequate to fund investment 
in the capacity required to meet growing 
demand, now and in the future. There is 
also no strategic planning and almost no 
capital funding for future facilities. For 
example, in 2021/22, only 0.7 per cent 
of local government adult social care 
expenditure was capital investment.17 In 
this context non-profit and SME providers 
have struggled to develop new residential 
facilities or use technology to enhance 
care. The gap has been filled by investment 
firms and private equity funding which 
have flooded into the sector. Tactics such as 

debt-leveraged buyouts, splitting property 
ownership from operations, and the off-
shoring of profits have caused widespread 
alarm – with fears that sharp practices are 
undermining the quality of care as well as 
staff terms and conditions. 18

The 1.5m people who work in the sector 
are not rewarded or valued enough, at a 
time when our expectations of what they 
will do are rising.19 There are more vacan-
cies in adult care than ever before: 165,000 
positions are currently unfilled, up 52 per 
cent compared to 2020/21.20 Recruitment 
and retention of staff is difficult because 
of low pay, poor conditions, and limited 
opportunities for career advancement. 
Around half of all care workers are on 

hourly pay that is within 30p of the nation-
al living wage, and a quarter are employed 
on zero-hour contracts.21 Poor pay and 
conditions results in high staff turnover, 
with an estimated 400,000 people leaving 
their jobs in adult social care in 2021/22.22 
This prevents consistency in support and 
improvements in training, especially for 
workers who assist people with the most 
complex needs and disabilities. In spring 
2023, the government cut £250m from 
a budget to improve knowledge, skills, 
staff wellbeing and recruitment designed 
to make the sector a long-term career 
choice.23 

Insufficient or inadequate care and 
assistance undermines independence and 
wellbeing for people who require support. 
But it also takes a huge toll on unpaid 
carers and families. More people than ever 
are providing unpaid care for 20 hours a 
week or greater.24 Many of them struggle 
to balance care with work, family and other 
commitments. They often face significant 
financial pressures and experience wors-
ening health and wellbeing. Only a small 

The 1.5m people who 
work in the sector are 

not rewarded or valued 
enough, at a time when 
our expectations of what 

they will do are rising.
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fraction of carers receive support from local 
authorities and the annual number of car-
er’s assessments has been declining. These 
pressures are likely to grow in the coming 
decades, because the number of people in 
a position to provide unpaid care is expect-
ed to increase much less quickly than the 
number who will require support.25 

Finally, adult social care is not free at 
the point of need and has fees that many 
find punishing. Some people who have 
significant income or assets are ineligible 
for any state funding except for disability 
benefits and NHS nursing care. Few in 
this position even receive help from their 
local authority to arrange their care. Some 
who are financially secure may be able to 
afford support on a week-by-week basis, 
but if they need care for many years they 
still risk losing a huge share of their wealth. 
This is the problem that Andrew Dilnot’s 
proposals were intended to resolve, though 
the government has repeatedly delayed 
their implementation. His plan included a 
cap on lifetime liabilities and reform to the 
adult social care assets means-test. Both 
these measures would result in the gov-
ernment paying a share of the costs of care 
for more people. However many already 
receive support that is only part funded by 
local authorities. They often face fees that 
are unfair and unaffordable even if they 
were disabled at birth. People with lifelong 
support needs face an unavoidable tax on 
their disability and the means-testing rules 
leave many with very low living standards 
once they have paid for care. 

Without action, things can only get 
worse 

There is no quick fix for our social care 
emergency. Unless we take significant and 
sustained action over many years things 
will get worse for all of us. More people 
will go without the support and care they 
need. The recruitment and retention chal-
lenges will grow still harder. Providers will 
be unable to deliver acceptable standards 
of care. More people will become unpaid 
carers, or provide more hours of unpaid 
care, without the assistance they need.

According to LSE projections commis-
sioned by the government, between 2023 
and 2033 the number of people requiring 
support will rise by 28 per cent among 
over-65s and 15 per cent among those of 
working age.26 These numbers assume that 
eligibility rules remain unchanged, so do 
not include any expansion of provision to 
cover people whose needs are not being 
met today. Similar Health Foundation 
projections suggest that the care work-
force will need to expand by 55 per cent 
between 2018/19 and 2030/31 to keep up. 
Bringing so many extra workers into the 
sector will almost certainly require a major 

improvement in pay and working condi-
tions – especially as the latest data suggests 
the workforce actually shrunk in the most 
recent year.27 Significant investment in 
infrastructure will also be needed. Many 
existing care facilities are outdated and 
unfit for purpose: they need to be replaced 
or comprehensively refurbished. In addi-
tion, the LSE projections suggest that the 
number of people needing residential care 
(or equivalent specialist housing) will rise 
by 27 per cent between now and 2033.28 
Our ageing population and the growing 
number of people with complex long-term 
disability necessitates action now. 

Today the taxpayer is spending around 
£20bn each year on a system in England 
that does not work for anyone.29 More 
funding will be needed in the future, but 
pouring more money into a broken system 
is not the solution. Fundamental change 
must come with it, to properly serve 
everyone who needs care and support, 
and the carers they rely on. Without both 
reform and investment, we will never meet 
the ambition of an adult social care system 
that gives everyone the support, care and 
choice they need to thrive and live well.

People with lifelong 
support needs face an 

unavoidable tax on their 
disability and the means-
testing rules leave many 

with very low living 
standards once they have 

paid for care.
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3. The business case for care and support 

The core purpose of adult social care 
should be to give people the support 

to live the life they want, in the home they 
want, doing the things they want, with 
the people they want. People involved in 
adult social care increasingly have a shared 
view about what support and care is there 
to achieve. It is summed up by the vision 
statement of the Social Care Future move-
ment: “We all want to live in the place we 
call home with the people and things that 
we love, in communities where we look 
out for one another, doing the things that 
matter to us”.30 

The case for spending more money on 
care and support is first and foremost to 
better realise this ambition. But the ration-
ale for spending more can also be expressed 
in financial terms. This chapter presents the 
‘business case’ for spending more public 
money on support and care under the 
auspices of a new National Care Service.

Improving the lives of people who 
need support

The most obvious and most important 
reason to invest in adult social care is 
to improve the lives of those who need 
support. Today, hundreds of thousands of 
people experience lower wellbeing and 
independence, and more personal risk 
and harm, because of a lack of adult social 
care. The number will be even higher in the 
future unless spending on care and sup-
port increases. Even if spending on social 
care brought no other benefit, supporting 
people to live better lives would be reason 
enough. 

More than 15 years ago, the Wanless 
Social Care Review hosted by the King’s 
Fund calculated the welfare and wellbeing 
benefits of increased spending on care and 
support for older people using an analysis 
designed to replicate NICE’s methodol-
ogy for evaluating whether healthcare 

interventions are cost effective.31 Whereas 
NICE’s method measured effectiveness in 
terms of the money required to achieve an 
extra year of improved health, the Wanless 
review examined the cost of an extra year 
of support for older people to undertake 
essential activities of life. The review used 
a cautious threshold of cost effectiveness 
(at the lower end of the NICE benchmark) 
and showed there was a financial case for 
expanding the provision of older people’s 
support by 20 per cent. This was at a time 
when there was much more social care 
provision for older people than today, 
relative to population need – and the 
assessment did not address the benefits for 
disabled people of working age. 

Similar empirical studies now would be 
likely to demonstrate that the welfare case 
for allocating new spending would be as 
strong or stronger for adult social care as 
the NHS.

Reducing pressure on the NHS
Spending on adult social care is es-

sential to contain pressures on the NHS. 
Studies have found that higher social care 
expenditure and greater availability of 
nursing and residential care are associated 
with fewer hospital readmissions, reduced 
length of stay and reduced expenditure 
on secondary healthcare.32 One leading 
researcher found that spending £1 extra on 
care homes for older people is associated 
with 35p less in hospital expenditure, and 
that more home care among the over-75s is 
associated with fewer GP appointments.33

The Institute for Fiscal Studies assessed 
the impact of the cuts to older people’s 
adult social care between 2009/10 and 
2017/18. It found that a 31 per cent fall in 
spending per capita was associated with 
an 18 per cent increase in A&E admissions 
among the over-65s, and a 12.5 per cent 
increase in A&E readmissions within seven 

19 / Support Guaranteed



days. Each £100 cut from adult social care 
spending was linked to an increase in A&E 
spending of £1.50.34 

There is also clear evidence that ‘delayed 
discharge’ from hospital is in part due to 
inadequate social care. Last winter NHS 
England found there were on average 
14,000 patients in hospital who didn’t 
need to be there, of whom 24 per cent 
were waiting for home care and 16 per 
cent waiting for a care home placement.35 
Academic studies have found that more 
delayed discharges are associated with 
lower adult social care spending and fewer 
care home places.36 

It is important to recognise that savings 
that may accrue to the NHS and other pub-
lic services do not come close to cancelling 
out new adult social care spending pound 
for pound. But this evidence does show 
how spending on social care brings benefits 
to the broader public service ecosystem, 
and therefore helps make a business case in 
terms of cost effectiveness and prevention 
for the public sector as a whole.

Responding to the carer shortfall
Urgent action is needed to prevent a 

huge gap opening up between supply and 
demand for unpaid care. The LSE has de-
veloped projections that assume there will 
be no change in the proportion of different 
segments of the population who give and 
receive care (looking at care of older people 
only). These figures suggest that by 2035 
there will be demand for 8 million unpaid 
carers but only 6 million will be available. 
This is because the number of people in 
late old age is set to increase much faster 
than the number in the age groups most 
likely to offer care. This alarming potential 
shortfall can be plugged in three ways:

• Either a larger percentage in each age 
group will choose to provide care

• And/or more paid services will become 
available (relative to the support needs 
of the population)

• And/or overall levels of care and sup-
port will decline further (relative to the 
support needs of the population)

The third of these outcomes is unac-
ceptable given the dire position we start 
from today. The first two routes need to be 
progressed side by side. We will certainly 
need more paid care for the growing num-
ber of people who will not have a partner, 
son or daughter in a position to become a 
carer. For everyone else, we need to create 
conditions in which more family members 
are willing and able to provide care. This 
can be achieved by making it easier to 
combine caring with other responsibilities, 
for example by expanding flexible working 
and carers’ leave for working carers. But the 
provision of formal care is also an important 
way to support the supply of unpaid care. 
Numerous studies show that offering more 
paid support increases the total amount of 
care available. Some evidence finds that 
extra paid care leads to fewer informal 
carers but not a full substitution (eg care 
by women living in the same household).37 

Some finds that more paid care results in 
the number of informal carers remaining 
roughly constant (eg care by people living 
outside the household).38 One study found 
that an expansion of paid care in Scotland 
actually led to more women aged over 45 
providing unpaid care.39 The researcher 
suggested that this might be because paid 
services made caring for a relative in the 
home viable, as opposed to a care home. 

The potential shortfall in unpaid carers 
over the next decade is a critical and 
under-discussed public policy challenge. 
For it to be addressed, the supply of paid 

care needs to rise relative to population 
need – both to fill the gap where no carers 
are available and to provide the conditions 
that will enable more people to care. 

Increasing unpaid carers’ 
employment

The UK is facing significant labour 
market shortages and caring for older and 
disabled people is one reason why people 
of working-age become economically in-
active. If there is to be a rise in the numbers 
providing unpaid care in the decade ahead 
we need to help more carers to work. 
Otherwise our labour supply challenges 
will grow even worse.

Research shows that working-age car-
ers providing more than 10 hours of care 
a week are significantly more likely to be 
in work if the person they care for receives 
paid-for support services (1.6 times as 
likely for women, 1.7 times as likely for 
men).40 Providing funded care and support 
to people with working-age carers will 
therefore increase employment participa-
tion. Modelling by the LSE with 2015 data 
examined the impact of providing paid 
care to older people currently without local 
authority assistance who receive care from 
working-age carers (providing more than 
10 hours of care a week and not living with 
the cared for person). They used cautious 
assumptions, and our analysis of the re-
sults shows that providing paid services is 
modelled to increase the employment rate 
for this group of carers by 8.7 per cent. Each 
extra job would cost around £30,000 in 
adult social care spending (2015 prices). 41 

The 2021 census found that more than 
2.1m people aged 18 to 64 provide 10 or 
more hours of care each week. If the results 
from the LSE study hold good across this 
whole group, providing all their loved-ones 
with paid services could raise employment 
by 180,000 people.42 These effects could be 
even greater in a decade’s time on the as-
sumption that there is a significant increase 
in the number of carers of working-age. 
Such an increase in the employment rate 

The potential shortfall in 
unpaid carers over the 
next decade is a critical 
and under-discussed 

public policy challenge.
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for carers would also have knock-on bene-
fits to GDP and tax revenues.

Increasing disabled people’s 
employment

A similar argument relating to labour 
market participation applies to employment 
for disabled people of working age. With 
the right care and support some disabled 
people who are unable to work at present 
will be able to sustain employment, while 
others will increase their working hours or 
move into better-paid jobs. There is very 
little evidence that quantifies the potential 
labour market impacts of providing better 
support to disabled people. One unpub-
lished study commissioned by Leonard 
Cheshire suggested that improvements in 
adult social care that increased disabled 
people’s employment opportunities could 

lead to an increase in GDP of £6bn and in 
income tax receipts of £1bn. 43 Much more 
evidence is needed to clarify the extent of 
the business case for adult social care with 
respect to the disability employment gap. 

Creating jobs and growth 
everywhere

Increasing spending on adult social care 
will help level up England by boosting em-
ployment everywhere, including in some of 
the places that need new jobs most. Adult 
social care already provides around 5 per 
cent of all jobs in the UK and increasing 
spending on care creates more jobs pound-
for-pound than any other area of public 
spending.44 As these are jobs focused on 
care and personal relationships they are 
hard to automate and produce few carbon 
emissions. In both senses of the word, 

social care jobs are sustainable.
Using data from an economic analysis 

commissioned by Skills for Care, we 
estimate that in 2016 an increase in adult 
care spending of £1bn would have created 
34,000 social care jobs, a further 12,000 jobs 
in supply chains and 5,000 as a result of 
wages being spent in the rest of the econo-
my.45 Drawing on this research and official 
statistics we have estimated the regional 
impact of spending £1bn extra in 2021/22 
based on the current distribution of local 
government adult social care spending and 
long-term care recipients. Table 1 shows 
that such a spending increase would have a 
significant impact on regional rebalancing. 
Furthermore, since pay and conditions 
in social care are lower in more deprived 
communities, a National Care Service that 

TABLE 1: Regional impacts of spending an extra £1bn on adult social care paid for by raising taxes (estimate for 2021/22, England)46

Region
Net fiscal gain

(adult care expenditure 
less tax revenue)

Extra jobs in social care 
sector & supply chain

Extra jobs for every 
100,000 workers in area

North East £13M 2,500 20

North West £34M 5,800 17

Yorkshire and the Humber £19M 3,700 14

East Midlands £13M 3,300 14

West Midlands £17M 3,900 14

East of England £7M 4,000 13

London -£98M 5,500 12

South East -£21M 5,400 12

South West £15M 3,600 13

England - 38,000 14

Fabian Society estimates – see endnote
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FIGURE 1: Distributional impact of spending an extra £1bn on adult social care funded by raising taxes (equivalised household 
income deciles, 2020/21 UK)52 

improves both is likely to bring the largest 
benefits to those places.47 Higher wages 
will inject much needed spending into 
local economies, increase tax payments, 
and lower social security payments. 

Table 1 shows how higher spending on 
adult social care will transfer money from 
the richest parts of the country to com-
munities right across England. In figure 1 
we show how it will also transfer revenue 
from households with high incomes to 
those with low and middle incomes. 
 

Tackling gender inequality
Women make up 57 per cent of people 

who rely on long-term care, 60 per cent of 
unpaid carers providing 20 or more hours 
of care per week, and 82 per cent of the 
care workforce.48 A reformed and better 
resourced adult social care system will 
close gender inequalities by improving the 
remuneration and working lives of over 
one million women; offering adequate, 
personalised assistance to women with 
support needs; and providing women 
carers with more support, flexibility and 
employment opportunities. 

Spending money raised from taxes on 
adult social care represents a major ‘wallet’ 
to ‘purse’ transfer. To illustrate the point, 
we calculated the effect of a hypothetical 

scenario where £1bn extra is spent on adult 
care by increasing income tax rates:

• Men would pay £720m extra in income 
tax and women £280m.49 

• Women requiring care and support 
would benefit from £570m of this 
spending and men from £430m.50 

• Remuneration for women working in 
adult social care would rise by £480m 
while for men the figure would be 
£110m.51 

Increasing spending on adult social care 
will therefore make an important contribu-
tion to gender equality. 

A reformed and better 
resourced adult social care 
system will close gender 

inequalities.
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4. Towards a National Care Service

Why a National Care Service? 
Adult social care needs more money. But 

more money is not enough: it also needs 
comprehensive reform. Our proposals for 
a National Care Service for England are a 
response to the scale of the challenges fac-
ing adult social care. The ideas presented in 
this report would amount to the most sig-
nificant and comprehensive set of changes 
to care and support in a lifetime. Creating 
a National Care Service would be a ‘reset’ 
moment, reflecting the reality that fixing 
social care cannot be achieved by minor 
tinkering, isolated policy changes or even 
a big cheque book. If any area of public 
policy needs an end to ‘sticking plaster’ 
solutions it is adult social care. 

The National Care Service will provide 
a focal point for the millions of people 
who come into contact with the care 
system each year. It will signify the level of 
ambition that adult social care has lacked 
for the last 13 years, it will bring clear new 
entitlements to citizens, and it will provide 

support to everyone who needs assistance 
regardless of their means. It will position 
social care as a comprehensive and shared 
public service, there to deliver security and 
peace of mind for all of us.

Over the next few years, the process 
of establishing the new service will create 
a clear and public direction of travel and 
the organising framework for national 
and local leadership, reforms to policy 
and practice and sustained investment. 
The roadmap to the National Care Service 
will unite policy makers, people who need 
support, carers, providers, commissioners 
and the wider public.

Under a National Care Service local 
authorities will remain in control, working 
with people and providers in their com-
munities. But there will also be enhanced 
national rights, responsibilities and powers 
because adult social care faces national 
challenges. They affect Carlisle as well as 
Crawley, Hull as well as Hackney. From 
fair social care funding to the regulation 
of large providers, a greater role for central 
government is needed. And in the case of 
the workforce, everyone working in adult 
social care should be entitled to better pay, 
terms and conditions regardless of where 
they live or who they work for. This is the 
only way to solve the national recruitment 
crisis and give social care workers the 
reward and respect they deserve. 

National co-ordination is needed to 
make local control and personal choice 
real rather than words on a page. If we 
only spend more money, we will end up 
with an inconsistent, inefficient system 
that does not deliver good quality care 

Fixing social care cannot 
be achieved by minor 

tinkering, isolated policy 
changes or even a big 

cheque book.
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to all. A National Care Service is our best 
chance of eliminating gaps in support and 
delivering consistent, high-quality, and 
innovative services that people can shape 
for themselves.

The National Care Service will enhance 
scrutiny and transparency. For too long, 
adult social care has been poorly under-
stood, low profile, and unaccountable to 
the disabled people, older people and 
carers who depend on it. This has allowed 
national government to underfund coun-
cils delivering support and care, without 
being adequately challenged or judged. 
A National Care Service will strengthen 
the ability of people to influence the de-

velopment of social care and to hold both 
national and local government to account. 
In the future politicians will not be able to 
dodge responsibility for the hundreds of 
thousands of people the system is failing 
today. 

Ultimately a National Care Service 
is necessary to deliver on the vision of 
everyone receiving the support they need 
to live the life they wish, in the home 
of their choice, doing the things they 
want to do in the local community. It 
signifies comprehensive change through 
collective action to guarantee care and 
support to everyone who needs it. 

TABLE 2: The position now compared with the possibilities offered by A National Care Service 

The position now A National Care Service

Local authorities supposedly in charge but without the money or 
powers they need 

National ministerial responsibility and leadership working in 
partnership with strong councils

Unclear entitlements that are often not realised in practice Clear rights and entitlements and the ability to enforce them

Inconsistency in access to support and quality of care Nationwide entitlements and geographic consistency

A fragile, fragmented and sometimes extractive ‘market’ of care 
providers

Commissioners and partners working together as part of a public 
service

Support only for people with limited means Support and peace of mind for everyone

Inadequate funding and emergency cash injections Long-term and sustainable approach to finance

Insufficient development of specialist housing and modern care 
homes

Long-term certainty and funding to build new facilities

Inadequately rewarded staff and a recruitment and retention crisis National terms and conditions working towards parity with the NHS 

Unaffordable fees and inability to pool risks
Improvements to affordability by reducing the scope of charging 
over time
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What’s in a name?
The term National Care Service was 

coined by the last Labour government as 
a way of committing to a nationwide sys-
tem of adult social care that would share 
the values of the NHS. Labour ministers 
wanted a service that would be there for 
everyone, with national consistency on 
entitlements, funding, standards and 
workforce. They also hoped to create an 
institutional brand which would give rise 
to the same deep, long-term affiliation 
that people in this country have to public 
healthcare.

The Labour party in England has 
recommitted to this concept at subse-
quent general elections. The idea has also 
been taken up in Scotland by the SNP 
government and is being explored by the 
Welsh Labour government. But a National 
Care Service can mean different things to 
different people. The SNP’s plan is one of 
top-down centralisation and sweeping 
structural change. This brings no clear 
benefit to people who rely on support 
and care and has been rightly criticised. 
By contrast our version of a National Care 
Service starts with people and communi-
ties, seeking to keep structural change to 
a minimum.

Not everyone we have spoken to likes 
the phrase National Care Service. Some 
worry that the term automatically implies 
national government taking over from lo-
cal authorities, as is happening in Scotland. 
Others fear a forced merger with the NHS, 
where care and support in the community 
becomes subservient to managing health-
care capacity and the medical model of 
disability is entrenched. Or they see the 
concept of a ‘national service’ to be at odds 
with moves towards highly personalised, 
self-directed support. 

The whole point of the term National 
Care Service is to conjure a parallel with 
the NHS. Establishing a strong connection 
in the public’s imagination with a cher-
ished and enduring national institution 
is a worthy goal. But by using the same 

terminology we recognise there is a risk of 
over-emphasising what the two systems 
should share and underplaying their 
essential differences. We agree with those 
who told us that a new adult social care 
system should be locally led, controlled by 
the people who require support, diverse 
in the services that it offers, and focused 
on helping people achieve independent, 
fulfilled lives rather than narrowly meeting 
clinical or personal care needs. All of this 
implies something quite different from the 
NHS. 

There are even some people who 
don’t want the word ‘care’ to feature in a 
new label. That seems a shame because 
caring relationships and the ethic of care 
should be fundamental to a future service. 
The recent Archbishops’ Commission on 
Reimagining Care reminded us of the 
importance of mutuality, interdependence 
and care within communities and fam-
ilies.53 These values don’t need to be in 
conflict with disabled people’s aspirations 
for personal control and independence. 
More to the point, alternatives to ‘care’ such 
as ‘independent living’ do not have wide 
public recognition or political salience 
(which is one of the main problems with 
the current term ‘social care’). If we want 

improvements to care and support to last, 
we need to bring politicians and the public 
with us in the language that is used. 

We understand the concerns some 
have voiced with the term National Care 
Service. If politicians opt for a different new 
label that would not undermine our pro-
posals. But we are clear that a new name is 
needed and that the ‘brand’ of adult social 
care should change. With transformation 
required on so many fronts, sufficient and 
sustained reform will only happen with a 
clean break that clearly signals the scale 
of ambition. And the reforms will only 
endure over time, through future changes 
of government, if they are enshrined in a 
cherished institutional identity that reso-
nates with the public. 

We need reforms that establish a 
national care guarantee for everyone who 
requires support today or who may do at 
some point in the future. The public service 
that delivers this guarantee could be called 
the national care network or partnership 
or something else entirely. But for the pur-
poses of this report we have stuck with the 
term National Care Service. It already has 
wide currency, and it embodies the idea of 
the new national guarantee that we know 
is required.

The dilemmas we have grappled with
In carrying out this project we heard 

from hundreds of people and organisations 
and we have inevitably had to juggle with 
competing perspectives and points of view. 
Before proceeding to our proposals we 
want to give a flavour of the choices we’ve 
made and the dilemmas we have grappled 
with.

 
The relationship between adult social 
care and the NHS: a minority of those 
we heard from said that adult social care 
and the NHS should merge or become so 
closely integrated they are almost indis-
tinguishable. In proposing this approach 
they were thinking about people with very 
complex health and support needs, often 
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close to the end of life, for whom the divide 
between health and social care is arbitrary 
and harmful. For people with complex 
needs, the fault line between NHS and 
local government services makes for worse 
outcomes and inefficiency (although 
problems of fragmentation exist within 
both the NHS and local government too). 
Some also want integration between the 
two services as a fast, simple way to deliver 
social care free at the point of need. 

The alternative view is that there is a 
fundamental difference between clinical 
care and practical support aimed at 
increasing wellbeing and independence 
in the community. People who take this 
position say that integration with the NHS 
implies a medical model of disability, and 
gives the false impression that everyone 
who uses community care and support 
has substantial healthcare needs. It also 
suggests that adult social care is there 
simply to serve the demands of healthcare 
capacity. More integration with the NHS, it 
is argued, could result in less coordination 
with housing and other community-based 
services. The social work profession clearly 
wishes to maintain its independent identi-
ty and councils argue that local democracy 
plays a key role in shaping services and 
meeting needs. 

Overall we support the view that adult 
social care and healthcare are different 
and should not be fully integrated. We do 
not back the creation of a single national 
health and care service, although if services 
wish to merge locally, or at the level of city 
region, no one should stand in their way. 
Having said that, there are many people 
with social care needs who should receive 
joined-up support that makes little or no 
distinction between health and social care. 
In particular, securing better outcomes for 
frail older people close to the end of life 
demands better services from healthcare 
and social care, and closer coordination 
between the two.

Even without formal integration, there 
are some functions that should sit across 

health and care. Population level needs 
assessment and strategic planning are al-
ready joint responsibilities. We think work-
force planning, education and employment 
conditions should also be closely aligned. 

The boundary between health and care 
should continue to remain under review. 
To an outsider there is little difference 
between reablement services that fall 
under social care care and home-based 
intermediate healthcare; nor between 
social care for someone with severe de-
mentia and NHS-funded continuing care 
for people whose support is deemed to be 
primarily required to meet health needs. 
Later we suggest that care and support 
in the weeks after hospital discharge 
should always be a joint responsibility 
between local government and the NHS. 
 
National versus local: Our own in-
stincts are localist and the next Labour 
government is likely to embrace a strong 
commitment to devolution in England. 
We do not support the emerging Scottish 
model of a top-down National Care Service 
without local democratic involvement and 
accountability. Councils should remain in 
charge. But our firm view is also that more 
nationwide rights, standards and functions 
are needed for local government to fulfil 
its adult social care mission. We need a 
national care guarantee.

In our discussions with people in local 
government we found acceptance of an 
expanded role for national leadership and 
coordination, as long as councils remain at 

the heart of adult social care in communi-
ties. We spoke to senior councillors from all 
political parties and to local government 
officers, and everyone agreed that more 
national functions are needed. 

In particular, a new national funding 
model is the only way to achieve parity 
of spending power for councils, in a way 
that reflects geographic variations in needs 
and costs. This inevitably means a national 
grant and largely separating out adult care 
funding from the rest of local government 
finance. Although this point is about the 
public sector’s internal ‘plumbing’, it is 
probably the single largest institutional 
change we propose in this report. 

We also conclude that a stronger na-
tional framework is needed with respect to 
entitlements, workforce, pricing, provider 
regulation and investment. A national 
approach to workforce is the only way to 
improve rewards, skills and career progres-
sion. Shaping, regulating and growing the 
provider landscape needs to be a shared 
responsibility with local, regional and na-
tional dimensions. Much of this goes with 
the grain of current and recent policies 
including initiatives to determine fair costs 
for providers, measure outcomes using a 
national framework and empower CQC to 
assess local authority performance.

People requiring support and their 
carers should be entitled to more consist-
ency and a clearer national offer. Those 
with similar needs should receive broadly 
similar levels of support across the country. 
In particular, it is wrong that individuals 
who receive support in one part of England 
should risk losing it if they move across a 
local authority boundary.

Competing spending priorities: An 
incoming government in 2024 will face 
significant financial constraints and have 
many expenditure priorities. But very sig-
nificant spending increases for adult social 
care are essential and inevitable. 

The number of disabled and older peo-
ple requiring support is set to rise sharply 

More nationwide rights, 
standards and functions 

are needed for local 
government to fulfil its 

adult social care mission. 
We need a national care 

guarantee.
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over the next decade, so billions of pounds 
extra will be needed just to replicate today’s 
level of provision as inadequate as that is. 
Beyond that there is a difficult four-way 
choice on how to spend every additional 
public pound that might become available:

1. Funding existing support adequately 
to secure sufficient, properly rewarded 
and well-trained staff, modern facili-
ties and financially viable providers

2. Extending support to more people 
and responding to unmet need by 
unwinding the covert rationing of 
care, broadening and standardising 
eligibility, and expanding open-access 
preventative services

3. Increasing the amount of support 
people receive so that care services or 
direct payments are sufficient in scale 
to enable individuals and their carers 
to access the support they need to lead 
a good life

4. Making support more affordable by 
reforming charging. As discussed in 
the introduction, this is an important 
issue but no more so than the other 
challenges facing adult social care.

Given the financial constraints that will 
face an incoming government, it is very 
unlikely that there will be a big one-off 
jump in adult social care spending on a 
scale that will address the current pressures 
facing the care system at once. Any ‘year 
one’ budget increase will need to focus 
simply on securing the continuing viability 
of the system, largely by addressing the 
immediate workforce crisis. To address all 
four of the priorities in this list, as well as 
responding to rising need, will require sig-
nificant annual spending rises over many 
years. 

This is especially true if the system is 
to specify people’s rights and expectations 
more clearly, which we think is important 

for improving outcomes, providing peace-
of-mind and changing organisational 
culture. Services framed in terms of clearly 
explained rights and entitlements are likely 
to see greater spending pressure than less 
transparent systems where administrators 
have more scope to covertly restrict access.

The diversity of needs and different 
forms of support: Any agenda for adult 
social care reform must grapple with the 
huge diversity in the people who may re-
quire support, and in the range of possible 
solutions that could meet their needs. There 
is obviously a massive difference between 
an 18-year-old disabled from birth who is 
just starting adulthood and a 95-year-old 
with frailty, illness and disability in the 
closing years of life. Principles such as 
prevention, wellbeing, independence and 
control apply equally to both of them (the 
alternative is age discrimination). But the 
contexts are not the same. In the case of 
the young adult, their support should often 
interact with the education and employ-
ment systems while for the older person 
the critical issue is a seamless connection 
with the NHS. 

Support also needs to reflect the dif-
ferent needs and preferences of men and 
women, of people from different racial 
and religious backgrounds, and of people 
who are LGBTQ+. And, to add to this 
complexity, carers also come with a very 
wide range of circumstances and needs so 
deserve their own tailored not cookie-cut-
ter support.

Today the adult social care system uses 
two arbitrary categories, ‘working age 
disabled’ and ‘older people’. But within 
each of these groups there is extraordinary 
diversity relating to health conditions and 
disabilities, support needs and personal 
preferences. One critical issue is the degree 
to which people have the capacity or desire 
to fully make decisions for themselves – or 
whether they need assistance to make 
choices or require others to act in their best 
interests. Given the rising numbers with 

dementia and severe learning disabilities, 
this is partly a formal question of mental 
capacity. But it is also about outlook, pref-
erence and experience of the system. Some 
people want to actively direct their support 
while others seek the peace-of-mind that 
comes when trusted professionals present-
ing good solutions.

This variety and complexity calls for a 
wide range of specialist skills in the adult 
social care workforce. Dedicated care work-
ers and personal assistants are the back-
bone of support and care and frequently 
have wide and deep skillsets despite their 
low pay and lack of professional status. The 
sector also depends on the expertise and 
professional standards of regulated social 
workers, nurses, occupational therapists 
and registered managers of care services. 
They bring interlocking specialist skills that 
are essential for supporting diverse needs 
and aspirations. For example, adult social 
workers assess and work with people 
with complex needs and have particular 
responsibilities regarding safeguarding 
people from harm and protection of liberty. 

The support and assistance people may 
wish to access varies hugely. To start, many 
people want a direct payment so that they 
or someone they trust can take responsibil-
ity for purchasing the support they receive. 
This option needs to better promoted 
and supported, and the rules relaxed so 
payments can be used more flexibly. Then 
when it comes to commissioned services, 
there is a wide array of options and in 
the future they should be wider still. In 
particular, social care should always offer 
more than brief moments of personal care 
designed simply to keep people safe. Good 
options are needed to help people live life 
to the full, whatever their age or the barri-
ers they face. As already discussed, people 
with ongoing clinical and support needs 
should receive seamless services that wrap 
their health and social care together. These 
days adult social care commissioners also 
place significant emphasis on short-term 
interventions to achieve specific goals such 
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as rehabilitation or independent living, as 
well as immediate emergency responses. 
Modifying homes also plays a critical part 
in helping people to stay independent and 
prevent accidents. 

There is strong and widespread support 
for the ‘home first’ principle that seeks to 
avoid the need for people to enter institu-
tional care. This is an important aim both 
for enhancing health and quality of life and 
for saving money for the taxpayer. But it is 
not a solution for everyone. Care homes 
and other forms of residential accommo-
dation are a good choice for people with 
very high needs and acute risk of isolation: 
institutions can be communities and un-
suitable homes can be prisons. 

Increasingly commissioners, providers 
and people requiring support are seek-
ing to bridge this divide by embracing 
specialist housing options. For older 
people, housing with care and integrated 
retirement communities offer much more 
support than traditional sheltered housing. 
For working-age disabled people support-
ed living schemes, and innovations such as 
‘shared lives’ programmes, are increasingly 
preferred to large residential facilities. 
The National Care Service must have 
funding and commissioning arrangements 
designed to support all these housing 
options.

In developing plans for a National 
Care Service, this huge diversity in both 
personal requirements and service models 
must be accommodated. The new service 
therefore needs to provide a flexible frame-
work that allows for local and personal 
choice, innovation and experimentation. 
But at the same time, it will need to push 
provision in new directions, when older, 
less effective models seem entrenched. The 
task is to create arrangements that support 
diversity and experimentation, while also 
introducing strategic leadership that has a 
clear, well-evidenced view on what forms 
of provision are effective and the tools to 
promote their adoption.

Independent providers and a national 
public service: The wide diversity in 
people’s needs and in potential solutions 
implies a wide range of providers. A suc-
cessful National Care Service is therefore 
likely to be a network of thousands of dif-
ferent providers, and of tens of thousands 
of directly-employed personal assistants. 
Together they can bring the diversity, 
experimentation and personal control we 
want to see. 

There is in any case no prospect of a 
quick transition from today’s landscape of 
mainly independent provision to public 
only delivery. In many places there is 
already too little capacity, so the last thing 
we need is for a new National Care Service 
to reject potential partners who are willing 
and able to deliver good quality care. 

On the other hand, some independent 
providers display unacceptable and 
exploitative behaviour with respect to the 
quality of care they offer, the treatment 
of their workers and their commercial 
practices. The relationship between the 
public sector and independent providers 
must therefore change. A new settlement 
is required that aligns adult social care 
with other public services that use partners 
from outside the public sector. Elsewhere, 
independent delivery is subject to stable 
contracts, franchises or licences which give 
public commissioners significant control 
over what providers offer and the way they 
run – whether they are refuse services, 
schools or franchised bus operators. Often 
this goes hand-in-hand with the ability to 
insource services if contractors are not de-
livering good value or meeting acceptable 
standards.

There is a balance to strike. A National 
Care Service should recognise the contribu-
tion independent providers can make but 
also change the nature of their relationship 
with the state. Instead of spot purchasing 
individual packages of support, long-term 
public service licences are needed with 
robust requirements regarding the quality 

of care, ethical workforce practice and fi-
nancial standards. The new service should 
specify what people can expect, regardless 
of who delivers the support. Locally, the 
idea of care ‘markets’ should be replaced 
with networks of collaboration. Councils 
and providers should work together to in-
novate and raise standards, identify needs 
and plan future provision, and recruit and 
train the local workforce. Nationally, min-
imum standards should exist for everyone 
providing services funded or arranged by 
local government under the banner of the 
National Care Service. All licensed provid-
ers would offer workforce terms and condi-
tions underpinned by a national framework 
and large providers would operate under 
an expanded regime of national financial 
regulation and enforcement. 

As part of these changes, non-profit 
care organisations should be able to play 
a larger role in the delivery of services – 
whether they be housing associations, 
charities, employee mutuals, or cooper-
atives controlled by people drawing on 
services. There are already thousands of 
non-profit care providers that at their best 
achieve high service and workforce stand-
ards, by combining a strong public service 
ethos with their own distinctive values and 
capacity to experiment and respond to 
diverse needs. We need more of them.

Public provision should also play an 
important and expanding role in the 
future alongside independent providers. 
Increasing the role of public delivery makes 
sense particularly when it is in the context 
of integration with other public sector 
provision (such as joint NHS and home 
care teams); where it is the most effective 
way to quickly build new capacity; or if 
independent providers need to be taken 
over on grounds of quality or commercial 
viability. Local decisions not national rules 
should determine the right balance, so that 
councils having the power to in-source 
provision where they conclude it is in their 
residents’ interests.
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5. Ten building blocks:  
our proposals for reform

The National Care Service for England 
should be a new national partnership 

that offers care and support to every adult 
who needs assistance, as a result of health 
needs or disability, to live independently 
and maintain a good quality of life. It will 
help people to live the life they choose in 
the home they choose, and it will work 
alongside family carers, local networks of 
support and other public services. 

The service should be developed to 
bring to life the ten principles we set out 
at the beginning of this report. To achieve 
this we need a national care guarantee 
codified in a National Care Service 
‘constitution’ that specifies what people 
can expect wherever they live in England.  

This guarantee should cover:

• Access to assistance for everyone who 
requires it, as early as they need it

• High quality, personalised support 
sufficient to meet people’s needs and 
aspirations

• Affordable services whatever your 
financial circumstances 

• Support and choice for unpaid carers

• Reward and recognition for the care 
workforce

Building a National Care Service that 
brings this guarantee to life will require 
significant reforms to policy and practice, 
and significant increases in public funding. 
Without both, there can be no certainty 
that everyone will receive the care and 
support they need to live well.

In this chapter we set out in detail 
proposals for 10 building blocks that will 
together construct the National Care 
Service.

In chapter six we examine options for 
the implementation of the building blocks 
and the sequencing of reform – including 
proposals for a National Care Service 
Act and a formal launch date for the new 
service. 

BLOCK 1: STRUCTURE AND IDENTITY
The National Care Service should be 

an England-wide network of distinct and 
diverse organisations that share a common 
identity. It will be a partnership bringing 
together national government, local gov-
ernment, more than 10,000 providers and 

over one million individual members of the 
adult social care workforce.

Together they should operate under 
the common name of the National Care 
Service. They will share goals, standards 
and requirements, working as partners to 
deliver a national care guarantee. There 
will be a shared national brand, acting as a 
trusted and easily understood label for care 
and support in England, which will appear 
alongside local or institutional identities 
(following the example of schools, GP 
surgeries or franchised bus companies to-
day). Individuals and families will therefore 
have an end-to-end relationship with the 
National Care Service, from accessing a 
national website to their relationships with 
individual care professionals.
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The service will be both local and na-
tional, with local government at its heart. 
New national functions and guarantees 
will create the conditions for improving, 
expanding and standardising the care and 
support that councils offer locally. The 
National Care Service will not be a copy of 
the NHS and it will not be a merger with 
the NHS. It will serve and reflect England’s 
diverse regions and localities with decisions 
always made at the most local level possible, 
rooted in local democracy and co-produced 
by the individuals using services, their 
families and empowered employees. 

Elected councils will be in charge of 
everything that does not need to happen 
on a national scale. In general, national de-
cision-makers will decide what the service 
should achieve, but local authorities, in-
dividual providers and people themselves 
will decide how it is achieved. Investment 
in councils’ adult social care commission-
ing teams is needed, following more than a 
decade of cuts that have hampered capacity  
to monitor delivery of care contracts and 
hold providers to account. 

The Department of Health and Social 
Care and related arms-length bodies will 
create a strong national framework for 
care and support. The key changes that 
will make care a ‘national’ service will be 
enhanced nationwide rights, consistent 
funding, fair pricing arrangements, uniform 
employment standards and strategic lead-
ership to promote innovation and reform. 
There will be a new workforce settlement, 
with national standards on pay, terms and 
conditions agreed with commissioners, 
providers and trade unions. There will also 
be a new deal with independent providers, 
with fair pricing for services in exchange 
for stronger public service requirements.

The service should be established in 
legislation by a National Care Service Act 
that revises and expands on the Care Act 
2014, which will remain a key statutory 
foundation for adult social care in England. 
The National Care Service should ‘go live’ 
on a specific launch date, when new stand-

ards and entitlements come into force. 
For example this could be 5 July 2028, the 
80th anniversary of the NHS which would 
give around three and a half years’ run in 
to the launch. However, if selected, this 
date would be just one milestone in an 
ongoing process of reform (see chapter six: 
roadmap).

Proposals
1.1 Launch a shared national brand. 
A shared public-facing brand should be 
developed to cover all citizen interactions 
with care and support that are funded or 
organised by local authorities in England. 
This name and brand should encompass 

all the activities of central government, 
local government and providers that touch 
people engaging with services. It should 
be unveiled on a formal launch date when 
new citizen rights come into force.

1.2 Strengthen national leadership. The 
new National Care Service Act should 
create duties for the Secretary of State 
for Health and Social Care to lead and 
facilitate care and support in England. At 
present ministers have almost no statutory 
requirements with respect to adult social 
care. In the eyes of the law almost all 
responsibilities sit with local authorities.  

Possible duties for the secretary of state
The law should place high-level duties on the secretary of state that mirror respon-
sibilities relating to the health service that date back to the 1940s (they are currently 
specified in the NHS Act 2006 as revised by subsequent legislation). These national 
duties could cover:

• Promoting the establishment of a comprehensive care service in England

• Advancing the wellbeing, independence and autonomy of people with support 
needs

• Promoting the provision of support to everyone with needs

• Promoting the provision of support to unpaid carers

• Encouraging interventions to reduce or delay needs 

• Advancing citizen rights and a National Care Service ‘constitution’ 

• Involving people with direct experience of care and support in decisions

• Directly providing nationwide information and promoting good information, 
advice and advocacy locally

• Supporting the improvement of services and the use of research and evidence

• Ensuring adequate and consistent funding 

• Developing a sufficient, appropriately skilled and fairly rewarded workforce

• Ensuring sufficient provision that is high quality and diverse

• Reducing inequalities in experiences of care and support

• Publication of strategies on issues relating to these duties – eg unpaid carers, 
workforce

• Reporting annually to parliament on care and support in England.
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1.3 Expand national government func-
tions. New duties for the secretary of state 
should be discharged by creating expanded 
national functions within the Department 
of Health and Social Care. These expanded 
central government functions should 
consist of:

• Leadership, strategy and transfor-
mation – achieved through national 
strategies, guidance to local authorities, 
a national outcomes framework and 
input into CQC’s assessment strategy.

• Co-production and involvement – 
national arrangements for involving in 
decisions people who require support 
and carers; and central support and 
guidance for local authorities and pro-
viders on co-production.

• Finance – responsibility for meeting the 
financial requirements of the service; ar-
rangements for capital investment; fair 
financial allocations to local authorities; 
fair pricing for providers.

• National communications and infor-
mation – national digital information 
services, integrated with local authority 
digital and telephone information and 
advice.

• Workforce – workforce and skills plan-
ning; a national framework for terms, 
conditions and occupational grades; 
social partnership arrangements.

• Data and digital – data strategy and 
standards; data reporting requirements.

• Research, evidence and innovation 
– supporting new service models and 
evidence-based practice.

• Reserve powers to intervene – in-
tervention in case of failure (a power 
included in 2022 legislation).

As part of these functions, the National 
Care Service Act should require that 
strategies and implementation plans are 
developed on key issues. These might cover 
topics such as coproduction; carers; work-
force and skills; future models of support; 
local government commissioning capacity; 
and investment. A new law should also 
require that appropriate partnerships for 
engagement, consultation and negotiation 
are established. 

1.4 Use and repurpose existing or-
ganisational structures. The creation 
of a National Care Service should not be 
accompanied by the development of sig-
nificant new national or local bureaucracy. 

Local responsibilities should be dis-
charged by local authorities (working with 
integrated care systems, health and well-
being boards and other local partnerships). 
We reject the Scottish model of establish-
ing separate local care boards reporting to 
ministers. National functions should be 
largely carried out by existing agencies:

• Executive functions should be de-
livered in-house by the Department 
of Health and Social Care within an 
expanded adult social care division 
reporting direct to ministers. This is 
especially important during the devel-
opment and roll-out of the new service 
when hands-on political leadership will 
be essential (once the system is mature 
there may be a case for an arms-length 
body like NHS England). The position 
of Director General for Social Care 
should be upgraded into a high-profile 
role of chief executive of the National 
Care Service.

• Partnership structures should be 
established to provide the national 
level machinery for engagement, 
consultation and negotiation on issues 
including the shape of future services, 
funding, workforce conditions and 
provider costs. This should include a 

formal co-production forum with peo-
ple requiring support and carers; social 
partnership arrangements for agreeing 
pay and conditions; and consultative 
mechanisms with providers. The social 
care national partnership which was 
established in 2022 by social care trade 
unions, employer bodies and the LGA 
could be officially recognised by gov-
ernment and evolve into one element of 
these new structures. 

• Regulation. CQC should continue 
to be responsible for regulating and 
driving up standards. As well as pro-
vider regulation, this would include 
the agency’s new responsibilities for 
reviewing and assessing the perfor-
mance of local authorities’ adult social 
care functions. This will be a critical part 
of the feedback loop designed to ensure 
that the National Care Service achieves 
consistent outcomes and continually 
improves. CQC assessments should 
include thematic reviews that cover a 
locality’s provision across the NHS and 
social care. Enhanced financial regu-
lation of large providers should either 
remain a CQC responsibility, or pass to 
the DHSC or another existing regulator 
(see block 8: providers).

• Workforce planning and skills. A 
national agency should be responsible 
for adult social care workforce planning 
and education. This should either be a 
standalone body for care (developing 
from Skills for Care, a publicly funded 
charity) or a joint health and care 
body that also includes the role of 
Health Education England (which has 
recently lost its independence and is 
being absorbed into NHS England). 
This workforce body would be tasked 
with developing a national people and 
skills plan, maintaining workforce and 
skills projections, and advising on the 
appraisal and design of occupational 
roles in social care. 
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• Independent scrutiny, evidence 
and engagement body. We suggest 
a small independent commission be 
established to provide challenge, scru-
tiny and evidence, led by people with 
practical experience of receiving and 
delivering care and support. Possible 
models to follow include the climate 
change committee and the children’s 
commissioner for England (see block 3: 
co-production).

1.5 Support flexibility at local level. Lo-
cal authorities’ legal responsibilities should 
remain similar to those they have under 
the Care Act, albeit with more national 
standardisation on entitlements, workforce 
conditions and provider relationships. 
They should have significant flexibility to 
commission the models of support that are 
right for their community; determine the 
balance between in-house and independ-
ent provision; and pool functions with the 
NHS if they wish. They would be expected 
to take account of national strategies and 
statutory guidance. The national out-
comes framework and national financial 
benchmarking would be used by CQC to 
assess their performance and recommend 
improvement. All of this requires addition-
al support and investment from national 
government to support the capacity of 
commissioning teams to deliver. Local 
authorities would be expected to address 
underperformance by working with peers, 
but the secretary of state will continue to 
have the power to intervene in exceptional 
circumstances.
 
1.6 Support regional and sub-regional 
coordination. Integrated care systems are 
now responsible for assessing population 
health and care needs over wide areas that 
frequently cover more than one local au-
thority. Local authorities may wish to pool 
some of their functions with neighbouring 
areas to operate on the same boundaries, or 
to pool functions with NHS integrated care 
boards. This should be for them to decide.

Integrated care partnerships and boards 
should each include board members with 
expertise in adult social care given the im-
pact their decisions will have on National 
Care Service provision. They should also 
be required to demonstrate how they are 
engaging with people who require support 
and their carers.

As the National Care Service and 
the new ICS model both develop, city 
regions should be able to bid to take 
over some national social care functions, 
as part of a package of health and care 
devolution. Their plans should be co-de-
signed with people receiving support, 
carers, providers and the health and care 
workforce (see block 3: co-production). 

 
BLOCK 2: WORKFORCE

A new workforce settlement should be 
the first priority in creating a National Care 
Service. This is the most urgent building 
block for reform because immediate action 
is needed to secure the continuing viability 
of care and support at a time when there 
are 165,000 vacancies in the sector.54 On 
coming into office a new government 
should announce a health and care re-
covery plan focused on recruitment and 
retention, before moving onto long-term 
workforce reforms.

Significant improvements in the 
employment conditions of adult social 
care workers are required to retain staff, 
fill existing vacancies, and grow the social 
care workforce in line with rising need. It is 
estimated that demand for adult social care 
workers will rise from 1.2 million FTE posts 
in 2021 to 1.8 million in 2030 because of 
increasing requirements for support.55 

England or beyond?
This report is about the creation of a 
National Care Service for England. 
Almost all relevant adult social care 
legislation applies to England only 
and England has been the remit of our 
study.

However, there may be some 
functions best delivered on a GB or 
UK-wide basis. Dialogue with de-
volved governments and stakeholder 
consultation should consider the case 
for a three or four-nation approach 
with respect to:

• Incorporating international rights 
into domestic law

• Financial supervision of large 
providers

• A fair pay agreement for the whole 
adult social care workforce

• Interactions between charging 
reforms and social security (which 
is a Westminster responsibility)

• Cross-border arrangements re-
garding entitlements and delivery 
of services.

A new workforce 
settlement should be the 
first priority in creating a 

National Care Service.

32 / Support Guaranteed



Better jobs are also needed to deliver 
better care and meet people’s aspirations 
for good lives and independence. Adult 
social care occupations and training stand-
ards should be reimagined to recognise 
and develop caring skills, expand oppor-
tunities for specialisation and build career 
pathways. All of this should take place 
in partnership with the NHS to create 
close alignment and two-way transitions 
between the health and care workforces.

We propose national minimum em-
ployment terms and conditions, applicable 
to everyone who works in adult social 
care (even if they do not deliver a service 
arranged by or paid for by government). 
This would take the form of a sector-wide 
fair pay agreement which would specify 
minimum pay and entitlements to sick pay, 
breaks, sleep-in pay etc.

Further requirements should apply to 
employers who deliver services as part 
of the National Care Service. Here there 
should be NHS-style occupational roles 
and pay bands, updated annually using 
national social partnership arrangements 
to progressively improve pay and working 
conditions. Providers would be free to go 
beyond these minimum terms. Their work-
ers will be visibly part of the National Care 
Service team, securing public recognition 
and respect, just as those who work for the 
NHS do. 

A more robust approach to skills is also 
needed. As things stand, 54 per cent of 
staff in the sector providing direct care are 
without a relevant social care qualification 
and of these a sizeable minority have not 
participated in recent training. At present 
the basic expectation is that new care 
workers should achieve a (non-accredited) 
care certificate as part of their induction. 
However, 32 per cent of those who started 
in the sector since this standard was intro-
duced have not taken part in any care cer-
tificate learning and only 43 per cent have 
achieved a certificate. Participation in social 
care apprenticeships has also plummeted 
since the redesign of apprenticeships 

and the introduction of the apprentice 
levy, falling by almost two thirds between 
2016/17 and 2020/21.56 The government 
is taking only baby steps to address these 
problems, for example by converting the 
care certificate into an accredited and 
transferable level 2 qualification. In 2022 
it announced £500m to fund training and 
workforce development but then halved 
this amount in 2023. 

Proposals
2.1 Negotiate a fair pay agreement 
covering the whole adult social care 
workforce. The workforce should be sub-
ject to minimum terms and conditions ne-
gotiated between national representatives 
of workers, employers and public sector 
commissioners. New fair pay agreement 
legislation contained in an Employment 
Rights Act should determine the process for 
reaching agreement. Before this law comes 
into force, an initial agreement should be 
negotiated on a non-statutory basis. 

As a minimum the fair pay agreement 
should include:

• An adult social care sector minimum 
wage. The agreement should seek to 
match or exceed the lowest NHS pay 
point (£11.45 per hour in 2023/24) as 
soon as possible.

• Minimum employment conditions in-
cluding rules on guaranteed regular hours, 
transparent and clear pay slips, paid travel 
time and breaks, minimum mileage rates 
for domiciliary care workers, sleep-in pay, 
minimum sick pay, minimum holidays, 
and paid training time. 

• Minimum induction and training stand-
ards (with a requirement for induction 
training that results in a care certificate).

• Standards for the adoption of new 
technology, with appropriate training 
and without detriment to working 
conditions.

• Arrangements to facilitate union rec-
ognition by individual employers and 
provide union support for individuals, 
including union access to all workers in 
the sector.

In advance of the full agreement, an 
initial sectoral minimum wage should be 
agreed by government, local authorities, 
providers and trade unions on a non-stat-
utory basis and announced within months. 
Ideally this should at least match the real 
living wage (£10.90 per hour in 2023).

The fair pay agreement could also 
include sector-wide benefits to better 
recognise and reward care workers, such 
as Engage Britain’s proposal for a ‘green 
badge’ system of free parking for home 
care workers (similar to the blue badge for 
disabled people).

The fair pay agreement would apply to 
everyone working in a CQC regulated care 
service irrespective of whether the provider 
is commissioned by the National Care 
Service. Participation could become a con-
dition of registration and CQC inspections 
could then assess providers’ compliance 
with the agreement’s minimum terms. 
Personal assistants funded by direct 
payments and workers delivering non-
CQC regulated services (eg home help or 
daytime activities) could be subject to the 
sector minimum wage and at least some of 
the agreed terms and conditions. The exact 
detail should be subject to consultation to 
ensure sufficient flexibility.

2.2 Introduce national employment 
terms, pay bands and minimum pen-
sion entitlements for employees of 
National Care Service providers. Provid-
ers of services funded or arranged by the 
National Care Service should be required 
to meet or exceed a national framework of 
employment conditions and occupational 
grading and progression, as part of their 
contracts with local authorities. The overall 
aim would be to achieve broad parity with 
similar roles in the NHS, modelled on the 
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Agenda for Change system of NHS pay-
scales. 

The new framework would include 
minimum requirements for employment 
terms and conditions, pay bands for differ-
ent occupational roles, uplifts in high-cost 
areas and new pension entitlements. The 
fair pay agreement would continue along-
side this framework to provide protection 
to people working for providers outside 
the National Care Service (such as luxury 
private-only care homes).

Everyone covered by these terms and 
conditions would be designated as a 
National Care Service worker, creating 
shared identity and public recognition. 
All such workers would be able to wear 
a common badge or logo (with individual 
providers also free to stipulate their own 
requirements for branding, dress code or 
uniform).

The framework would include everyone 
working in social care who is not covered 
by local government or NHS terms and 
conditions. This would include those in 
support roles, such as cleaners and cooks 
in care homes, to ensure everyone is part 
of the same team. It would also include 
registered managers and deputy managers 
and health professionals working in adult 
social care. 

The new framework should be deter-
mined through national social partnership 
arrangements involving commissioners, 
providers, trade unions and the gov-
ernment. Its implementation would sit 
alongside wider reforms in models of 
care (block 7), the relationship between 
commissioners and providers (block 8) and 
training and skills expectations (below) to 
align better pay with improved practice 
and quality of care. Ideally the new terms 
and conditions would be in place for the 
official launch of the National Care Service. 
Annual enhancements should then either 
be negotiated through collective bargain-
ing or based on recommendations by an 
independent National Care Service pay 
review body. 

The framework should be less prescrip-
tive than Agenda for Change, recognising 
that regulated adult social care is delivered 
by over 10,000 diverse employers. For 
example providers should be free to go 
beyond minimum requirements to position 
themselves as attractive local employers. 

Initially the framework would be 
optional for personal assistants employed 
directly by people requiring support (al-
though advice should be available to help 
people using direct payments adopt the 
standards if they wish). Over time, national 
co-production and social partnership 
arrangements with representatives of disa-
bled people and personal assistants should 
be used to develop improved arrangements 
for employing publicly-funded PAs. 

Under the new framework the pay and 
benefits of people working in adult social 
care should be progressively aligned to 
NHS employees with broadly similar re-
sponsibilities and skills. This would include 
health professionals working in social care 
such as nurses and occupational therapists. 
Such alignment will support two-way 
transitions between the NHS and adult 
social care as a routine part of people’s 
career pathways.

The new framework should include 
minimum pension entitlements, because 
the remuneration gap between the NHS 
and independent social care providers is 
much higher after pensions are accounted 
for. New minimum pension entitlements 
should be negotiated for care workers in 

the independent sector with the aim of 
working towards parity with NHS and lo-
cal government employees. Strong pension 
entitlements could support retention, by 
making social care an attractive long-term 
job on a par with working for the NHS or 
the best private sector companies. Options 
to consider include first, a minimum 
employer pension contribution into an 
auto-enrolment pension – for example the 
Living Pension standard; second, a new 
National Care Service pension scheme – eg 
a collective pension scheme modelled on 
the Royal Mail pension plan; and third, 
membership of the local government 
pension scheme.

2.3 Redesign occupational roles in adult 
social care. As part of the new national 
employment framework, occupational 
roles should be defined, harmonised 
and redesigned through a consistent job 
appraisal and skills specification process, 
building on the government’s recently 
launched care workforce pathway for adult 
social care.57

The aim should be to develop role 
specifications that better reflect and 
reward the complexity, responsibility and 
autonomy of existing jobs in adult social 
care. The specification of occupational 
roles and individual job evaluations would 
take account of the delegated clinical tasks 
carried out by some social care workers, 
the skills required to empower and work 
with individuals and their families, and the 
expanding role of technology in delivering 
support and care. The framework should 
also cover jobs in the social care sector that 
support those who directly provide care 
and support, for example cooks, cleaners 
and facilities staff who make an essential 
contribution to adult social care teams.

The long-term ambition should be 
for more people in the adult social care 
workforce to occupy senior or specialist 
positions, with advanced training and 
higher pay. This could include having 
more health professionals in the sector 

Under the new framework 
the pay and benefits of 
people working in adult 

social care should be 
progressively aligned 
to NHS employees 
with broadly similar 

responsibilities and skills. 
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such as occupational therapists and nurses 
(providing their focus is on wellbeing, in-
dependence and personalised support, not 
just clinical care). Achieving this ambition 
will be a journey over decades however, as 
there is neither the money nor the supply 
of skilled workers to rapidly transform the 
occupational profile of the adult care work-
force. The initial priority should be to fairly 
reward the existing workforce, with an eye 
to recruitment and retention, by creating 
parity with similar roles in the NHS.

2.4 Align adult care and NHS workforce 
planning and skills functions. Activity 
on adult social care workforce planning, 
occupational roles, skills and training 
should be undertaken jointly or in close 
coordination with the NHS.

Nationally, a statutory arms-length 
body should be responsible for workforce 
and skills functions by building on and 
absorbing the work of Skills for Care (an 
independent charity grant-funded by the 
government). The body would be tasked 
with developing a national people and 
skills plan, maintaining workforce and 
skills projections and advising on the 
appraisal and design of occupational roles 
in adult social care.

This could be a standalone body for 
adult social care, working in close part-
nership with the NHS. Alternatively, a 
joint workforce planning and skills body 
for health and social care could be created 
that would merge Skills for Care and 
Health Education England (which has 
lost its independence and is now part of 
NHS England). A joint body could ensure 
that workforce planning covered both 
sectors (for example, by ensuring sufficient 
training places for nurses and allied health 
professionals for both the NHS and social 
care); help align occupational roles and 
skills specifications between the sectors; 
facilitate career transitions; and support 
long-term moves to develop more special-
ist and senior roles in adult social care. On 
the other hand, having two separate bodies 

working in partnership might reduce the 
risk of social care being overlooked, given 
that any successor to Health Education 
England would focus extensively on the 
NHS, clinical roles and university educa-
tion.

Locally, workforce planning and the 
delivery of people and skills strategies for 
adult social care and the NHS should take 
place on a joint basis between integrated 
care boards and local authorities. These 
activities should not be carried out by ICBs 
alone which are predominately focused 
on the NHS. Integrated care partnerships 
should oversee the work as part of their 
responsibilities for developing integrated 
care strategies. As part of this approach we 
propose:

• Workforce planning: local areas 
should be required to have a clear 
understanding of their future needs 
for health and social care workers, and 
a plan for supporting employers with 
recruitment and retention. This should 
include local sector-wide recruitment 
and education initiatives. 

• Training: Local areas should develop 
arrangements for supporting the joint 
planning and delivery of training and 
continuing professional development 
covering all NHS and adult social care 
providers. This should include a specific 
responsibility to support the training 
and professional development of health 
professionals in social care settings and 
directly employed personal assistants.

• Safe staffing: Local areas should be 
expected to have plans to prevent un-
safe staffing levels across all health and 
care providers – especially in serious 
emergencies (such as a flu outbreak). 
This could include contingency ar-
rangements for employers to support 
each other and developing in-house 
employment agencies or ‘people banks’ 
to offer cover to all local providers. 

2.5 Expand regulatory requirements 
for training and skills. Training and 
skills requirements within adult social 
care should be expanded to promote more 
training and accredited skills at all levels. 
A big shift in learning and skills in adult 
social care is only likely to be achieved 
through increased regulation. Achieving 
a care certificate when first caring with a 
registered provider should shift from being 
an expectation to a requirement. Providers 
should also be expected to provide training 
and continuing professional development 
to support advanced care competencies, 
digital skills, skills in supporting specific 
complex needs (eg people with dementia 
or with different communication require-
ments) and occupational specialisation. 
The detail of new requirements should 
be co-designed with people requiring 
support, care workers, commissioners, 
providers and training and qualification 
suppliers. Any new obligations could be 
implemented through more detailed spec-
ification of training and skills standards in 
CCQ regulation and guidance. Enhanced 
expectations for individual workers could 
also be introduced in time as part of pro-
fessional registration arrangements (see 
below). 

The design, marketing, delivery and 
funding of adult social care qualifications 
should also be kept under review. Training 
needs to be attractive and relevant to work-
ers and employers for higher take-up and 
completion to be achievable. Accreditation 
of existing skills and modular learning 
should be prioritised to ensure that tough-
er standards do not impact on recruitment 
and retention. The use of standardised, 
externally assessed training will give care 
workers and providers trust in qualifica-
tions, avoiding the need for employees to 
re-do training each time they move em-
ployers because the latter lack confidence 
in training provided. Specific local, regional 
and national budgets to support training in 
the sector could be considered (eg city re-
gion initiatives to address recruitment and 
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retention challenges). However the default 
should be for employers to fund training 
and qualifications that are regulatory 
requirements and essential for the job. This 
could be achieved in part by converting the 
apprenticeship levy into a broader training 
levy that would contribute towards the cost 
of both apprenticeships and accredited, 
modular learning. 

2.6 Introduce professional registration 
for the adult social care workforce on a 
voluntary or compulsory basis. An adult 
social care workforce register should be 
introduced on either a voluntary or com-
pulsory basis. The two options to consider 
are:

• A voluntary and free national register 
of verified training and qualification 
achievements, occupational experience 
and DBS status that would be transfera-
ble between employers. This reflects and 
builds on recent government plans to 
develop a skills passport for the sector. 
This should smooth transitions between 
employers (learning from the emerging 
NHS staff passport).

• A compulsory register for all workers 
providing CQC regulated care and sup-
port. The initial purpose would be to bar 
people from the sector where serious 
conduct concerns are raised. Later the 
scheme could include requirements for 
qualifications or continuing profession-
al development. Registration would be 
optional for directly employed personal 
assistants and people providing support 
not regulated by CQC. 

There is broad support in the sector for 
the voluntary option, but different views 
about whether this should be a precursor to 
compulsory registration. The government 
has said it will explore the latter and we 
recommend detailed consultation before 
a decision is made. Scotland, Wales and 
Northern Ireland have all chosen the com-

pulsory route and policymakers in England 
should examine their models closely, as a 
route to enhancing safety and quality, as 
well as increasing professional status and 
respect. However, several experts we spoke 
to said that ministers needed to clarify 
what ‘problem’ professional registration is 
intended to solve before adopting the 
compulsory option, so as to be clear that 
the benefits outweigh the costs and ad-
ministrative burdens. 

 

BLOCK 3: CO-PRODUCTION 
The launch of a National Care Service 

creates the opportunity to embed the 
principle of co-production and account-
ability at the heart of adult social care. In 
developing the new service, at every stage, 
change and reform should be co-produced 
by those who need support and care to 
lead good lives. 

Once the National Care Service is up 
and running, people’s diverse needs and 
preferences should require that decisions 
are made as close to them as possible, with 
solutions genuinely co-created by those 
using services, their families, and empow-
ered employees. 

At local authority and national level, 
the National Care Service must be shaped 
by and held accountable by those who are 
affected by the decisions it makes.

Proposals
3.1 Embed co-production into the devel-
opment of the National Care Service. 
From the moment a new government is 
elected the National Care Service should 
be planned, implemented and further 
developed on the basis of co-production 
with people requiring support, carers and 
families (as well as with people working in 
social care at every level).

Incoming ministers should look to use 
deliberative techniques for developing 
policy, legislation and implementation. 
One successful model is the recent Engage 
Britain project which developed eight pro-
posals for the care sector using a series of 
deliberative workshops. Citizens’ juries and 
assemblies have also been used with con-
siderable success in other areas of policy 
and in countries across the world.58 More 
ambitiously, a new government could con-
vene a ‘People’s Commission’ to replicate 
the ‘Royal Commission’ that developed 
solution for adult social care 25 years ago. 
At least half of the membership of any such 
body should have lived experience of care 
and support.

3.2 Create co-production and account-
ability mechanisms at national level. 
Arrangements are needed to permanently 
entrench co-production at the national 
level: 

• Create a duty for ministers to involve and 
seek agreement from people drawing on 
support, carers and families in carrying 
out their national social care functions. 
This could include a requirement that 
non-executive board appointments 
to all bodies with functions relating to 
adult social care include people who 
require support and/or carers. 

• Establish an independent office for 
scrutiny, evidence and engagement 
with similar remit and powers as the 
Children’s Commissioner for England. 
This independent office should be led 

What is co-production?

‘People who use services and carers 
working with professionals in equal 
partnerships towards shared goals’ 

– Social Care Institute for Excellence

‘Co-production’ is when an in-
dividual influences the support and 
services received, or when groups of 
people get together to influence the 
way that services are designed, com-
missioned and delivered. 

– Care Act statutory guidance
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by people who draw on support and by 
carers; and should make arrangements 
for widely involving people in its work. It 
would be tasked with shaping the future 
direction of the National Care Service 
and so would have a more strategic, 
forward-looking and independent role 
than Healthwatch England (which is 
a committee of the Care Quality Com-
mission). Individual complaints would 
continue to be handled by the local gov-
ernment and social care ombudsman.

• Following the initial implementation of 
the National Care Service from within 
the Department of Health and Social 
Care, consider transferring some or all 
of the department’s adult social care 
functions to an arms-length executive 
body led by a board where the majority 
of members have personal experience of 
care and support.

3.3 Require co-production in the local 
planning and delivery of services: 
co-production is becoming increasingly 
accepted in the culture and practice of 
local social care, but further measures are 
needed to strengthen the principle:

• Revise legislation and guidance to 
require local authorities to involve 
people and seek their agreement across 
the whole spectrum of their adult social 
care functions. An end-to-end approach 
should stretch from co-production 
in local needs assessment, planning 
and shaping the provider landscape 
right through to day-by-day decisions 
about how support is co-designed and 
co-delivered with individuals. This goes 
well beyond current co-production 
responsibilities which mainly focus on 
assessment and care planning.

• Require local authorities to convene 
local co-production forums to involve 
people requiring support and carers in 
decisions and provide funding for peer-

led organisations such as disabled peo-
ple’s organisations and carers’ forums to 
enable them to participate in decisions 
and hold local authorities to account.

• Require integrated care partnerships 
and boards to co-produce decisions with 
people with support needs, carers and 
families and to put in place co-produc-
tion arrangements to achieve this (either 
through guidance and direction or by 
revising the Health and Care Act 2022).

BLOCK 4: RIGHTS 
Creating the National Care Service 

is a huge opportunity for the expansion 
and clarification of people’s rights and 
expectations regarding care and support. 
A clear set of national entitlements, along 
with the tools to explain and enforce them, 
will establish citizenship rights as a core 
principle of a new national care guarantee. 
This will mark a significant departure from 
today’s position where rights are opaque 
and implicit (because they are derived 
from local authority duties) and as a result 
support is covertly rationed.

We want to see rights and service expec-
tations brought together in a citizen-facing 
National Care Service ‘constitution’ that 
presents a national care guarantee. The 
document should be co-produced with 
people who use support and their fam-
ilies and should restate more explicitly 
entitlements that already exist today but 
are often not realised – and set out how 
National Care Service partners can be held 
to account. Going further, there should be 
a new legal right to independent living that 
will help guarantee everyone the support 
they need to live a good life, in a place 
they choose, with the relationships and 
community they want. 

Finally, more assistance is needed to 
help people understand and exercise their 
rights – as well as an accessible appeal 
process so people can challenge incorrect 
decisions. 

Proposals
4.1 Clearly specify existing rights and 
expectations. A new government should 
consider two approaches to the better 
specification of existing rights and service 
requirements. A non-legislative route 
should be progressed immediately, via the 
creation of a National Care Service ‘consti-
tution’. Going further there is a legislative 
option which would entail re-casting 

The NHS constitution for 
England

The NHS constitution was first 
developed by the last Labour gov-
ernment in 2009 following a recom-
mendation by Lord Darzi’s 2008 NHS 
next stage review. It was developed 
following consultation but without an 
inclusive co-design process. 

The constitution must be reviewed 
every 10 years and all NHS bodies are 
required have regard to it in all their 
actions. The constitution set out:

• Seven principles that guide the 
NHS

• NHS values

• Patients and the public: your rights 
and the NHS pledges to you

• Staff: your rights and NHS pledges 
to you

• Staff: your responsibilities

There should be a 
new legal right to 

independent living that 
will help guarantee 

everyone the support 
they need to live a good 

life, in a place they 
choose. 
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opaque existing entitlements as clear legal 
rights. Politicians should therefore consider 
one or both of:

• A co-produced National Care Service 
‘constitution’. Modelled on the NHS 
constitution, this would be an accessible 
public-facing document setting out 
minimum rights, entitlements and ser-
vice expectations for people requiring 
support and their carers. This would 
include entitlements derived from social 
care legislation and human rights law as 
well as non-statutory service commit-
ments that would together comprise the 
national care guaranee. National and 
local government would be required to 
apply its standards.

• Specify citizens’ existing rights in law. 
The Care Act could be revised so that it 
includes a statement of binding rights 
for people that would exactly mirror 
the duties that public bodies are already 
required to undertake (eg the right to 
an assessment or to receive support to 
meet eligible needs). At the moment 
people can challenge councils’ actions 
but it is a long, unclear process.

4.2 Incorporate the UN right to inde-
pendent living into domestic law. We 
support proposals to incorporate key ele-
ments of the UN convention on the rights 
of persons with disabilities into domestic 
law. In particular the Care Act should be 
revised to incorporate Article 19 of the con-
vention – ie the right to live independently 
and be included in the community. This 
would entail introducing two new rights 
into domestic law (with corresponding 
duties on local and national government):

• A right for disabled people to ‘have 
the opportunity to choose their place 
of residence, and where and with 
whom they live’. Introducing this right 
would mean that local authorities could 

not require someone to live in residen-
tial accommodation against their wish-
es on grounds of cost or convenience 
(or indeed deny someone a residential 
option on this basis either). This should 
help entrench the ‘home first’ ethos and 
the principle of independent living. 
This right would not negate provisions 
on detention under the Mental Health 
Act, or deprivation of liberty under the 
recently amended Mental Capacity Act, 
as each already embody human rights 
protections.

• A right to assistance to ‘support living 
and inclusion in the community, and 
to prevent isolation or segregation 
from the community’. This would 
establish in law that local authorities 
cannot just meet personal care needs 
but must deliver care plans that support 
inclusion and prevent isolation. This 
would apply to adults of all ages and is 
a more explicit and robust requirement 
than the existing duty for local author-

ities to promote people’s wellbeing. It 
has budgetary implications, especially 
for the commissioning of support for 
older people.

The Westminster government should 
consult with other UK nations on whether 
this right should be introduced in England 
only or on a four nations basis.

We also support the whole of the UN 
Convention on the Rights of Persons 
with Disabilities being incorporated into 
domestic legislation, as part of a broader 
project to introduce social, economic and 
cultural human rights into UK law. Any 
new human rights legislation covering 
issues such as the right to food, housing 
and healthcare should include specific 
provisions for disabled people based on 
the convention on the rights of persons 
with disabilities. This would create citizen 
rights and public duties drawing on the 
convention’s articles and would apply to 
all public bodies. This topic is beyond the 
remit of a report on adult social care.

Article 19 – Living independently and being included in the community
 

“States Parties to the present Convention recognize the equal right of all persons with 
disabilities to live in the community, with choices equal to others, and shall take effec-
tive and appropriate measures to facilitate full enjoyment by persons with disabilities 
of this right and their full inclusion and participation in the community, including by 
ensuring that:

a. Persons with disabilities have the opportunity to choose their place of residence and 
where and with whom they live on an equal basis with others and are not obliged 
to live in a particular living arrangement;

b. Persons with disabilities have access to a range of in-home, residential and other 
community support services, including personal assistance necessary to support 
living and inclusion in the community, and to prevent isolation or segregation from 
the community;

c. Community services and facilities for the general population are available on an 
equal basis to persons with disabilities and are responsive to their needs.”

UN Convention on the Rights of Persons with Disabilities
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4.3 Improve understanding and enforce-
ment of rights. Significant action is need-
ed to ensure people are able to understand, 
make use of and enforce their entitlements. 
Building on the clearer specification of 
rights that we have already proposed, the 
following measures to support people to 
use their rights should be introduced:

• Improved provision of information, 
advice and advocacy, with robust CQC 
assessment of how local authorities 
are discharging their existing duties 
(including requirements relating to 
accessible communications).

• An appeals system that quickly and 
fairly resolves disputes regarding eligi-
bility and funding of care packages. This 
is already provided for in the Care Act 
but has never been implemented.

• A new duty to commission peer-led 
support from organisations led by 
people requiring support, to provide 
accessible advice, advocacy and support 
in using direct payments and employing 
personal assistants. 

BLOCK 5: UNPAID CARERS
The National Care Service must always 

work in a way that recognises that the ma-
jority of support and care for people who 
require assistance is provided by unpaid 
family carers. 

The service should assist and empower 
carers to be able to support and look after 
their loved ones, without this being at the 
expense of their own wellbeing or financial 
security. Carers should have a strong voice 
and their interests should be represented 
right at the heart of the National Care 
Service.

The National Care Service should fully 
assess people’s support needs irrespective 
of whether they have an informal carer – as 
is required by the Care Act. Local author-

ities should then be required to discuss 
people’s wishes and preferences about 
how much care they provide to a family 
member, and which needs they meet, so 
their decisions are sustainable and positive. 
As part of this, a carer’s right to time away 
from their caring role should be better 
specified and realised.

In some countries including Germany, 
it is common for family carers to receive 
social care budgets as an alternative to 
formal care. In England direct payments 
can be used to pay family carers who do 
not live with the person requiring support, 
and in exceptional cases can be paid to a 
carer living in the same home if this is the 
best way to meet someone’s needs. Few 
carers are aware of these provisions and 
they should be much better promoted. 
However, at this stage we do not support 
the general use of payments for carers who 
live in the same home as the person requir-
ing support. This is a pragmatic judgement 
based on cost. We think the first priority 
should be to give carers real choice about 
how much they care by providing adequate 
formal care when it is needed, rather than 
expanding payments to carers outside of 
the social security system. 

Broader changes are also needed to 
improve carers’ financial security, health 
and wellbeing. While beyond the scope of 
the National Care Service, policy changes 
to improve life for carers should be 
progressed through a cross-government 
carer’s strategy. 

Proposals 
5.1 Strengthen national strategy and 
leadership. The National Care Service 
Act we propose should require DHSC to 
produce a National Care Service carers 
strategy, co-produced with carers. This 
should then inform national guidance, the 
outcomes framework and CQC’s approach 
to assessing providers and local authorities. 
One option would be to specify a bench-
mark or minimum level of National Care 
Service expenditure that ministers expect 
to be spent on support for carers.

5.2 Specify and promote carers’ existing 
rights. Our proposal for a National Care 
Service ‘constitution’ should include an 
explicit statement of the entitlements and 
options already available to carers, some 
of which are not widely known or under-
stood. In particular it should state that:

• Choice: Carers are not under an obli-
gation to provide care and can choose 
how much care they provide (and 
local authorities must adjust support 
arrangements accordingly).

• Payments: Carers who do not live with 
the person receiving care can be paid to 
provide support using a direct payment 
(and all carers can be paid to arrange 
and manage care).

Consideration could also be given to 
specifying these rights explicitly in primary 
legislation, as with other citizen rights 
derived from local authority adult social 
care duties. 

5.3 Require local authorities to discuss 
carers’ wishes. A change in the law could 
improve clarity and understanding about a 
carer’s right to choose whether, how, and 
how much they provide care. The Care Act 
says that councils must provide support 
except where needs are being met by a 
carer. It does not state that a carer is free 

The service should assist 
and empower carers 
to be able to support 
and look after their 

loved ones, without this 
being at the expense of 
their own wellbeing or 

financial security.
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to choose what needs they will meet. The 
statutory guidance goes a little further 
and says a carer’s willingness to meet 
needs must be recorded. Even this doesn’t 
stipulate that choices and options should 
be explored with carers or that carers can 
change their wishes at any time. We think 
there is a case for an explicit duty for local 
authorities to discuss a carer’s wishes when 
planning care packages. At the very least 
the statutory guidance should be revised 
on this point.

5.4 Introduce a right to short breaks for 
carers. Short breaks or respite care should 
already be widely available under the cur-
rent funding and duties of local authorities 
(either as a way of meeting the needs of 
people requiring support, or to advance 
the wellbeing of carers). In practice very 
few respite breaks are recorded in the 
official statistics and carers’ organisations 
have told us that awareness and take-up 
of short breaks is very low.59 Sometimes 
carers have to battle to obtain time away 
from caring, even if it is crucial for their 
health and wellbeing or the sustainability 
of their caring role. 

A new legal right to short breaks would 
help to drive change. It could be part of the 
wider right for carers to be able to make 
choices. For example the law could state 
that carers can express preferences about 
whether they can meet a loved one’s needs 
for a particular period of time (not just on 
an ongoing basis).

5.5 Require other public services to 
pass carers’ details to the National Care 
Service. 2.4 million people in England 
provide unpaid care for more than 20 
hours per week but only around 400,000 
receive support from local authorities.60 
Under our proposals for the National Care 
Service local authorities should come into 
contact with more carers as a consequence 
of improved access for people requiring 
support (see block 6: access). However the 
government should also make separate 

plans for the direct referral of carers to the 
National Care Service. This will increase 
access to carer’s assessments and carer’s 
support packages. In particular GPs, the 
DWP and children’s services departments 
preparing a child’s education, health and 
care plan should be required to automati-
cally transfer data about carer status to local 
authorities (subject to data consent and 
security arrangements) so that the National 
Care Service can then contact carers who 
may need support.

 

A cross-government carers 
strategy
Beyond proposals for the National 
Care Service, a broad-ranging strategy 
for improving the lives of carers should 
be developed on a cross-government 
basis. Many of the possible elements 
are beyond the scope of this review. 
Ideas for consideration include:

• Improved support and recognition 
for carers within the NHS.

• An automatic right to flexible work 
at recruitment and from day one of 
employment.

• Paid leave for carers (going further 
than the week of unpaid leave the 
government is introducing).

• Higher carer’s allowance (follow-
ing developments in Scotland) and 
Universal Credit carer’s payments.

• Paying carers half their former 
earnings for a year if they give up 
work to care (a recent proposal by 
the Fabian Society).61

• Making ‘caring for a disabled or 
older person’ a protected charac-
teristic under the Equality Act.

BLOCK 6: ACCESS
The National Care Service should be de-

signed to provide support that is accessible, 
consistent and for everyone, guaranteeing 
peace of mind and assistance to all who 
need it. Improved access to support must 
be one of the key changes people see with 
the creation of the National Care Service.

Eligibility should be determined on 
a nationally consistent, common-sense 
basis with more people entitled to help, 
at an earlier stage than today. Practices 
that delay or divert people from assess-
ments should be stamped out. Packages 
of support also need to be sufficient to 
meet people’s needs holistically, including 
participation in society.

Services should be made available 
rapidly when people have urgent needs, 
whether that is following a hospital stay or 
when at home. The NHS and the National 
Care Service should have joint responsibil-
ity for the hospital discharge process and 
the first six weeks of support after leaving 
hospital care.

Open-access community-based sup-
port, activities and home modifications 
that are focused on prevention, inclusion 
and wellbeing should be much more 
widely available. This will improve quality 
of life and prevent or delay more substan-
tial support being needed. The National 
Care Service should offer information and 
open-access support to all adults receiving 
disability benefits.

Finally, support should be available to 
everyone with needs regardless of their 
means. The distinction between publicly 
financed clients and ‘self-funders’ should 
end with the National Care Service 
meeting the needs of everyone who wants 
support.

At a time when needs are already 
rising because of demographic change, 
these proposals have significant budgetary 
implications. Improving access to support 
and increasing the amount of support 
that some people receive will require an 
appreciable rise in spending compared to 

A new legal right to short 
breaks would help to 

drive change.
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today. As we saw in chapter three this extra 
spending is likely to result in an increase in 
labour market participation and tax reve-
nues and in some savings to other public 
services particularly the NHS. However 
these financial benefits will not be enough 
to offset the extra spending. Ministers will 
need to consider what pace of change is 
affordable to deliver on the promise of 
expanded access to care and support.

Proposals
6.1 Expand preventive open-access 
support including home adaptations. 
Every community should have a good 
range of openly available wellbeing-related 
services and activities, that can be accessed 
regardless of whether people have been 
assessed as eligible for formal support. 
This is a core responsibility under the Care 
Act but has been severely underfunded, 
with the exception of housing-related 
adaptations and interventions. Councils 
should embrace new models that focus on 
utilising and building on the assets that 
neighbourhoods, families and individuals 
bring, as well as facilitating support from 
other public services, charities and busi-
nesses. 

The National Care Service should 
progressively increase funding for home 
modifications including disability facility 
grants which provide major adaptations 
on a means-tested basis. It should also 
improve the marketing and delivery of this 
financial support to stimulate demand and 
improve efficient delivery. 

The shift to early intervention can 
be achieved through national guidance 
and strategies, the national outcomes 
framework, and CQC assessment of local 
authorities. The share of National Care 
Service budgets spent on preventative 
activities should also be reported and 
monitored and ministers could consider 
specifying an expected minimum percent-
age of spending – ie top-slicing adult social 
care budgets for prevention. Areas should 
also be held accountable for the impact of 

their prevention-focused spending on the 
wellbeing and health outcomes of people 
with potential support needs using the 
outcomes framework.

6.2 Require DWP and NHS referrals of 
people with possible support needs. 
Public services should be required to work 
together to identify people who have 
existing or emerging support needs. GPs 
should be expected to identify people 
who may have support needs and pass 
their details to the National Care Service 
(with appropriate arrangements for data 
consent and protection). The DWP should 
be required to do the same with people 
receiving disability benefits benefits in 
England.

As part of the National Care Service, 
local authorities should be required 
to develop an ‘early help’ service that 
proactively contacts people identified as 
having potential needs by DWP and the 
NHS. This service should offer people 
information about open-access support in 
the community and personalised advice on 
how to effectively spend disability benefits 
to maintain independence.62 It should 
also screen people to identify those who 
are likely to have eligible needs for care 
and support and refer them to a full as-
sessment. Eventually this service could be 
offered to all age groups but it is likely to be 
of particular benefit to older people as they 
acquire support needs, so could initially be 
targeted at people over the age of 70.

6.3 Establish earlier and more consistent 
eligibility for support. The process for 
determining eligibility for support should 
remain a local function. We do not believe 
there is appetite for a rigid national eligi-
bility system, given widespread concerns 
about the operation of disability benefit 
assessments. A national assessment would 
also be detached from broader local con-
versations about options for support and 
care planning. 

Having said that, under the National 

Care Service, local authorities should be 
expected to conduct nationally consistent 
assessments that result in more people 
being found eligible than today. We hope 
it will be possible to secure earlier, more 
consistent access to support using the 
existing Care Act regulations on eligibility. 
A common-sense reading of the current 
law suggests that far more people should 
be eligible for support than is now the case. 

In addition to more money, policy 
interventions are needed to prevent gate-
keeping and delays prior to assessments 
and to secure fair, consistent decisions. 
These could include CQC assessments of 
local authority practice; using the national 
outcomes framework to monitor and 
benchmark key measures (eg requests for 
assessment, waiting times, numbers of 
assessments, decision outcomes); revising 
statutory guidance; developing a national 
decision-making tool; introducing pro-
fessional practice standards for decision 
makers and adult social care leaders. These 
measures should be tested for a reasonable 
period and then reviewed. If they fail, then 
consideration could be given to changing 
the eligibility regulations themselves (eg 
to reduce the scope for subjectivity in 
decisions).

Local determinations of eligibility 
should trigger a national entitlement to 
support from the National Care Service. 
Assessments should be transferable 
between local authorities creating a right 
to support in any place in England where 
someone chooses to live. Local authorities 
would be required to accept eligibility 
determinations for incoming residents 
to provide people peace of mind when 
planning to move home.

6.4 Introduce packages of support 
that better meet needs and enhance 
independence. Under the National 
Care Service, care planning and resource 
allocation should provide many people 
with more support than they get today. 
The Care Act and its statutory guidance 
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are designed to achieve person-centred 
support that promotes wellbeing. But a big 
shift is required to make care and support 
plans more ambitious and their associated 
personal budgets more realistic:

• The Care Act and its related guidance 
on care and support plans should 
be properly applied. This requires 
increasing local authority budgets as 
well as appropriate national direction 
via government strategy, the outcomes 
framework and CQC assessment of 
local practice.

• The new right to independent living 
that we propose should result in local 
authorities reconsidering the sufficiency 
of their care and support plans (espe-
cially to ensure they promote inclusion 
and prevent isolation). This right will 
also prevent councils from insisting on 
a particular form of accommodation on 
grounds of cost (see block 4: rights).

• Our proposal for a national framework 
for the fair pricing of care should 
frequently result in higher personal 
budgets (see block 8: providers). This is 
already the intention behind the current 
government’s fair costs of care initiative. 
Realistic resource allocation should 
apply to all forms of commissioned 
provision and to direct payments.

In determining care and support plans 
and resource allocation local authorities 
should still be able to balance the needs of 
different residents and take account of their 
own financial constraints. Councils should 
be able to choose between the cheaper of 
two similar ways to appropriately meet 
someone’s needs, as long as they involve 
the individual in the decision and promote 
the new right of appeal.

6.5 Make the NHS and local authorities 
jointly responsible for meeting health 
and care needs after hospital discharge. 

The NHS and the National Care Service 
should have joint legal and financial 
responsibility for assessing and meeting 
health and support needs for six weeks 
after someone is discharged from hospital. 
This builds on the widespread practice 
of jointly commissioning and delivering 
intermediate care and rehabilitation, as 
well as government guidance on hospital 
discharge issued in 2022.63 The require-
ment should cover all support provided to 
people discharged from hospital to their 
own home or a care home (whether or not 
the support is focused on rehabilitation). 
Local authorities should be exclusively 
responsible for the resumption of ongoing 
care that was already in place before the 
hospital admission. All new support 
should be free during the six week period 
following discharge (as is already the 
case with intermediate care). By creating 
clarity and shared responsibility, this 
proposal will help reduce delayed hospital 
discharge.

6.6 Arrange services for everyone 
regardless of means. The National Care 
Service should be designed to assist every-
one who has support or care needs irre-
spective of their financial position. This will 
end the current distinction between people 
who are publicly funded and self-funded.

Local authorities should carry out as-
sessment and care planning functions for 
anyone in their community who may have 
support needs, and then provide or arrange 
assistance for them. This will provide 
confidence and peace of mind to individ-
uals and families who, without assistance, 
frequently lack the knowledge, experience 
or market power to select and put in place 
good support at a fair price. This care 
planning function should also encompass 
prevention-focused interventions, home 
modifications and technology.

Under this reform people receiv-
ing care and support outside of care 
homes would become protected by the 
provisions of the Human Rights Act 

and would be able to hold providers to 
account for breaching their fundamental 
freedoms – replicating the existing 
protections for those who are publicly 
funded or who live in care homes. 

Our proposal builds on the govern-
ment’s delayed plan for implementing 
the Dilnot reforms. This already requires 
local authorities to assess eligibility and 
determine a (notional) personal budget to 
use in calculating when the limited liability 
cap is reached. Support is however only to 
be arranged if requested and associated 
management fees can be charged. Our 
alternative assumes that everyone with 
assessed needs will be offered commis-
sioned services or a direct payment unless 
they actively opt out. They may need to pay 
for the provision but help to arrange the 
service should be free. 

This approach will offer better value for 
the taxpayer than the government’s 2022 
plans. These would have incurred the cost 
of assessment and resource allocation for 
people who are currently self-funders. 
But much of that money would be 
wasted since many of those receiving an 
assessment would never reach the Dilnot 
cap and benefit from public support. Our 
alternative would add a little to the costs by 
introducing free care management as well 
as assessment. But it would provide a real 
benefit immediately, not a hypothetical fu-
ture gain, because local authorities would 
manage everyone’s support arrangements 
from the start.

• Home care. For care in the home there 
is in fact little difference between this 
plan and the envisaged post-Dilnot 
landscape. Under the government’s 
reforms, most people who need sup-
port at home will be entitled to some 
financial help from local authorities and 
will be covered by the public system. 
This is because the revised means-test 
would offer support to people with up 
to £100,000 of capital excluding their 
home (see block 9: affordability).
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• Care homes. There is a greater differ-
ence between this proposal and the 
government’s plan when it comes to 
care home residents. We recommend 
that local authorities should help almost 
everyone to choose a care home, secure 
a fair price, and manage the contract. 
This would apply even to residents 
who were not immediately eligible for 
financial assistance because they have 
significant assets. 

As with the government’s plan, our 
proposal would create capacity and 
workforce demands for local government. 
More skilled workers would be required to 
assess and support an expanding caseload, 
albeit aided by improved technology and 
more efficient working practices. Training 
for social workers and other roles with the 
skills needed for these tasks would need to 
feature in local and national workforce and 
skills plans. 

People who would have once been 
self-funders would still have choice over 
providers, including between care agen-
cies, care homes and directly employing 
staff. If they wanted to spend more than a 
local authority would normally approve (eg 
on premium residential facilities or extra 
hours of assistance) a local authority could 
still arrange the service on their behalf if 
desired. All services arranged by councils 
would fall under National Care Service 
contracts, bringing the large majority of 
individuals and providers under the new 
service’s umbrella. A small minority might 
choose luxury private-only provision along 
the lines of private healthcare or education.

BLOCK 7: MODELS OF SUPPORT
The National Care Service should en-

able personalised and joined-up support 
with individuals and families in control. 

Our proposals are designed to create 
the enabling conditions for empowered 
individuals, families and employees to 
design and co-produce personally tailored 
solutions to help people live the life they 
choose, in the places they choose, maxim-
ising wellbeing, health and independence. 
Thousands of people involved in adult 
social care already share a vision for these 
models of support. The National Care 
Service will enable them to deliver it.

The support available under the new 
service will include long-term assistance 
for those who need it, time-limited 
interventions designed to increase inde-
pendence and capability, and open-access 
preventative services. Secure funding 
including access to investment will allow 
people requiring support, commissioners 
and providers to work together to develop 
new approaches. Innovation, experimen-
tation, and a learning culture will see the 
wide diffusion of new models of support 
and new enabling technologies, with the 
government having a key role in support-
ing the evaluation, communication and 
adoption of effective new practice.

People will be able to direct and control 
their support as much as they wish, includ-
ing by employing personal assistants using 
direct payments. Skilled professionals 
tasked with providing peace of mind 
will also be there to plan and coordinate 
support based on people’s unique and 
changing circumstances and preferences, 
and independent peer-to-peer organisa-
tions will be available to provide advocacy 
and support in making decisions. 

Support from the National Care Service 
will often be fully integrated with housing 
or with community and primary health-
care, with institutional boundaries and 
silos largely invisible to individuals and 
families. Joined-up support and services 
will meet requirements spanning health, 

care, practical support and housing-related 
needs, often with a single individual 
co-ordinating everything. Support will be 
designed so that people can live safely, re-
main resilient and regain capabilities both 
to maximise their wellbeing and reduce 
need for emergency or acute NHS services.

Proposals
7.1 Develop national strategies pro-
moting effective care models. National 
guidance and strategies, the outcomes 
framework and CQC assessment should 
all push local commissioners to shift the 
balance of services over time. All of these 
should be co-designed with individuals 
requiring support, the adult social care 
workforce and providers. In this way 
national strategic leadership can steer and 
support local choices on innovation and 
new forms of provision. This would be 
analogous to the role played in healthcare 
by the NHS long-term plan today or by 
the national service frameworks produced 
by the last Labour government. Examples 
of models to promote include: more joint 
health and care teams for people in the 
home with high needs; increased use of 
direct payments; new models of housing 
with care; and open-access preventative 
support focused on personal and commu-
nity assets.

7.2 Improve research and the gathering 
and application of evidence: The gov-
ernment’s national responsibilities should 
include supporting research, evidence and 
the take-up of innovation, working closely 
with NICE and the CQC as well as inde-
pendent partners such as the Social Care 
Institute for Excellence, Think Local Act 
Personal and IMPACT. Evidence to support 
new models of care and specific practices 
should be developed and promoted. This 
role should also include developing and 
promoting evidence on better planning 
and commissioning. For example, the gov-
ernment should evaluate commissioning 
practice that rewards providers for achiev-

People will be able to 
direct and control their 

support as much as 
they wish, including 

by employing personal 
assistants using direct 

payments.
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ing outcomes rather than undertaking 
specified tasks. This can create broader 
autonomy for providers and individual 
practitioners to work with individuals 
and families to maximise wellbeing and 
respond to preference.

7.3 Support take-up and use of direct 
payments. National guidance should 
promote the take-up of direct payments 
and discourage unnecessary restrictions on 
their use. The growth of direct payments 
has stalled in recent years. We were told 
that this is partly because local authorities 
do not always provide sufficient flexibility 
or support in how direct payments can be 
used. It is also because budgets are not 
being set at a realistic level, with people 
questioning whether they can secure inde-
pendence and personalised support with 
the money they are offered. This challenge 
can start to be addressed as part of the ‘fair 
cost of care’ process by increasing personal 
budgets as well as provider prices. 

Peer-led organisations should also be 
funded to support people to use direct 
payments. This must include guiding peo-
ple on how to be lawful and ethical em-
ployers of personal assistants. Cooperative 
models should be encouraged to create the 
infrastructure to jointly employ personal 
assistants.

7.4 Promote joint delivery of health and 
care to people with significant clinical 
and support needs. While we think adult 
social care and the NHS should remain 
separate services, specific care pathways 
or forms of support should be jointly com-
missioned and provided (where this is not 
already happening). 

We have already proposed that health-
care and social care should be a joint 
legal and financial responsibility in the six 
weeks following discharge from hospital, 
building on existing practice with respect 
to intermediate care and rehabilitation. In 
addition, local areas should routinely have 
a joint approach to commissioning health 

and care support for people with high 
support and clinical needs living at home, 
and primary and community healthcare for 
care home residents.

When it comes to integration, joining up 
support for individuals with complex needs 
is the priority, not area-wide whole-system 
mergers. People with significant support 
and clinical needs should receive care from 
a joint team with a named care coordinator 
and there should be data sharing and 
communication between everyone in-
volved. Commissioners could also explore 
outcome-focused commissioning where a 
single provider is tasked with delivering 
good health and wellbeing over time for an 
individual with complex needs. 

This will require the NHS to step up. It 
will not be possible to achieve better out-
comes for people with high support needs 
unless the NHS commits more resources 
to community healthcare, intermediate 
healthcare, primary care in care homes and 
hospital at home provision. As part of this 
there needs to be more NHS commission-
ing of short-stay beds for rehabilitation. 

7.5 Promote models of housing with 
care. A major expansion of housing with 
care and supported living schemes is a 
high priority. The UK has far less specialist 
housing for older people than many com-
parable countries, and what is available 
often does not provide sufficient support 
to prevent care home admissions when 
people’s needs grow more complex.64 Sim-
ilarly, more independent living schemes 
for younger disabled people are needed as 
part of the ‘home first’ philosophy to avoid 
the need for residential accommodation if 
possible. We also need more capacity sim-
ply to accommodate the growing levels of 
need that will arise during the next decade.

Local government adult social care 
and planning departments should take 
joint responsibility for assessing, planning 
and delivering new supported housing 
requirements (as well as traditional care 
home provision). They should encourage 

providers to make their own investments 
in new capacity, and facilitate access to a 
National Care Service capital investment 
fund (see block 10: money). We envisage 
this fund being particularly important for 
supporting public sector and non-profit 
development at scale. 

To ease planning constraints, the 
government should also consider a new 
planning use class of ‘housing with care’, 
so that local planning authorities would 
be required to identify and deliver an 
adequate number of housing with care and 
independent living units to meet popula-
tion needs.

7.6 Improve use of data and technology. 
The creation of the National Care Service 
is an opportunity for a huge step forward 
in the use of technology and data in adult 
social care. The sector’s practice is far 
behind other public services, although 
significant advances have been made since 
the start of the pandemic. Leaders in the 
sector are working together to improve the 
design and application of technology, for 
example through the technology enabled 
care action alliance. The government’s 
health and social care data strategy also 
sets out a vision for using data to improve 
people’s experiences of support as well 
as planning, commissioning and strategy 
functions.65 The key elements of the strate-
gy with respect to adult care are: improving 
access to information for adult social care 
providers; integration of health and social 
care data; and expanding the use of data 
from care technologies. The Health and 
Care Act 2022 also creates new powers 
for the government to require providers to 
supply data.

The National Care Service should aim 
to secure ambitious technology solutions 
that support people to lead fulfilling, inde-
pendent and connected lives. This should 
be based on a clear account of what tech-
nology can do, and what people should 
expect – developed through co-production 
with those who need support. Locally and 
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nationally the National Care Service should 
partner with and shape the independent 
living technology market and promote the 
application of mainstream technologies in 
care and support contexts, with the aim of 
achieving more holistic and personalised 
care, tackling isolation and loneliness, and 
reducing safety risks. 

Progress can be advanced by supporting 
research and development networks to 
share innovation and best practice – with 
government bodies, technology com-
panies, social care providers, carers and 
people requiring support all involved. 
Many technology solutions are cheap and 
prices continually fall. But where money is 
a barrier to adoption, commissioners and 
providers should be able to access grants 
or loans from our proposed National Care 
Service investment fund (especially when 
there is a clear invest-to-save case). 

To bring the potential of technology-en-
abled care to life people requiring support, 

carers and social care workers need support 
to use technologies, including help with 
digital skills, access to fast, reliable internet 
and technology-specific assistance relating 
to adoption, maintenance and speedy 
troubleshooting. Robust data security and 
appropriate consent arrangements are also 
essential to maintain trust, especially in the 
case of data about people at risk.

The National Care Service will be able 
to promote a standard national approach 
to data that can support improvements 
in the quality of data and intelligence for 
evaluation, planning and commissioning. 
Individual, provider and commissioner 
level data should be brought together to 
provide a comprehensive picture covering 
issues including levels of need, activity and 
outcomes, and information about providers 
and workforce. Building on current devel-
opments, the National Care Service will be 
able to specify consistent, flexible nation-
wide data collection standards, supported 
by real time electronic record-keeping. 

BLOCK 8: PROVIDERS
The National Care Service will bring 

together more than 10,000 care providers 
under a common umbrella and a common 
brand, with shared goals and standards. 
There will be a wide diversity of provision, 
organised through stable partnerships, 
with a level playing field between 
high-quality public, non-profit and private 
provision. 

Independent providers will have stable 
contracts to deliver National Care Service 
provision as licensees discharging a public 
service. Instead of commissioning individ-
ual packages of care, local authorities will 
pay providers for ongoing capacity, or bet-
ter still to achieve specified outcomes. For 
providers there will be a fairer, more certain 
financial relationship but also significant 
new requirements regarding workforce 
practices, collaborative working, branding, 
and high financial standards to ensure 
public money is spent on better social care 
outcomes. Licensed independent providers 

Examples of technology-enabled care:

• Apps to support behaviour or lifestyle changes

• Case management and assessment tools to reduce cost and improve decisions

• Digital communications and apps to maximise social connections

• Coordination and information sharing between everyone providing an individual 
care and support

• Digital tools to manage direct payments

• Integrated care record with data from all providers

• Local or national analysis using anonymised individual data for evaluation and 
service improvement 

• Location detection to maximise liberty for people with impaired cognition

• Movement sensors to detect falls or health emergencies

• Prediction of risk and proactive intervention using personal and population data

• Remote appointments with practitioners

• Remote health and diagnostic monitoring

• Workforce planning and rostering tools

Independent providers 
will have stable contracts 
to deliver National Care 

Service provision as 
licensees discharging a 

public service.
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will mainly deliver National Care Service 
provision because local authorities will be 
commissioning services for almost every-
one requiring support (the old distinction 
between publicly funded and self-funding 
clients will no longer apply).

Rather than a competitive, and at times 
antagonistic, relationship providers and 
commissioners will work together on the 
basis of collaboration, with long-term 
relationships and a high degree of coor-
dination. Providers will not compete on 
price but work together to improve quality 
and value, so the terminology of the care 
‘market’ will no longer be relevant. 

Over time local authority commis-
sioners will be able to choose to shift the 
balance between private, non-profit and 
public sector provision if they wish.

Proposals 
8.1 Establish stronger public service 
relationships with ‘licensed’ independ-
ent providers. Providers who are com-
missioned to deliver care and support by 
local authorities should become licensed 
partners of the National Care Service. This 
would involve ongoing, stable financial 
relationships rather than spot purchasing 
of places, drawing on models used in other 
public services – eg bus franchises, acade-
my schools and GP surgeries. For example, 
Transport for London uses private delivery 
partners but tightly stipulates the service 
provided. Academy schools are independ-
ent charities but have detailed funding 
agreements specifying how they must act.

As local authorities will arrange sup-
port for people regardless of their means 
(unless they opt out) most providers can 
expect to see the large majority of their 
clients placed with them by councils. The 
old distinction between local authority and 
self-funding clients will therefore largely 
disappear for providers licensed under 
the National Care Service. Services will 
be jointly branded, so that individuals and 
families can easily identify when they are 
receiving support as part of the National 

Care Service. Individual providers will also 
be able to maintain their own branding to 
signal their organisational identity, values 
and reputation.

All licensed providers will be required to 
meet high care standards; employ people 
in compliance with National Care Service 
terms and conditions; collaborate with 
other providers locally; allow trade unions 
access to employees; be subject to freedom 
of information and Human Rights Act 
requirements; and comply with financial 
transparency and conduct requirements 
that prevent profiteering. This would build 
on practice that already exists in many 
places such as the living wage standard 
and UNISON’s ethical care charter. 
Commissioners will retain the ability to 
terminate relationships with providers, if 
there are clear quality, transparency and 
probity concerns.

8.4 Promote public sector and non-profit 
options. Local authorities should be free 
to make choices about what balance of 
provision should be provided by public 
bodies, non-profit organisations and 
private businesses. In particular, com-
missioners should be able to prioritise 
the development of new capacity in the 
non-profit and/or public sectors, while also 
continuing to work with existing for-profit 
providers. This would mean that as the 
supply of local care and support services 
expands over time, the balance between 
types of provider might shift. 

Commissioners should be able to 
exercise a preference for commissioning 
non-profit, mutual or peer-led provision 
where they are clear this will deliver good 
outcomes for individuals and broader so-
cial value. Non-profit providers frequently 
deliver high quality services that are well 
integrated into wider networks of support. 
Specialist non-profit providers are also well 
placed to meet specific needs, for example 
for people from particular religious groups 
or who are LGBTQ+. 

Councils should also have flexibility 

about when to deliver a service through 
the public sector – either in-house or by 
commissioning another public body, such 
as an NHS provider or joint health and 
care provider. Commissioners will often 
wish to expand public delivery in order to:

• Develop integrated health and care 
teams – eg for emergency responses, 
hospital discharge, people with high 
clinical and support needs living at 
home.

• Quickly develop new provision to reflect 
rising need.

• Reduce the overall cost of delivering 
and arranging a service.

• Test new service models to influence the 
local provider landscape.

• Take over a service following financial 
failure or unacceptable quality.

• Develop in-house capacity and exper-
tise to be positioned to manage future 
services as needed.

Statutory guidance (and if necessary 
legislation) should be reviewed to ensure 
that the existing duty to promote diversity 
and choice in provision does not prevent 
commissioners from opting for public 
sector and/or non-profit providers. Any 
review should establish that decisions to 
take services in-house cannot be unrea-
sonably challenged; and consider how best 
to support greater diversity of ownership 
structures, including more non-profits, 
cooperatives and mutuals, and publicly 
owned social enterprises.

Future ministers should also consider 
whether local authorities should have 
stronger powers to act as a ‘provider of 
last resort’ in the event of business failure 
or a service being de-registered by CQC 
on grounds of quality or safety. At present 
councils have a temporary duty to meet 
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needs if a provider fails. Local authorities 
could also be given a power to permanent-
ly take over the operation of a care facility 
or the employment of relevant staff. 

8.3 Strengthen local partnerships. Local 
partnership bodies should be established in 
every area bringing providers, commission-
ers and workforce representatives together 
to coordinate on issues such as new models 
of support, quality and innovation; pro-
jecting demand and planning places; fair 
standardised prices; and workforce issues 
including numbers, training, recruitment 
and retention. This will be long-term plan-
ning of local capacity and mix of provision, 
with commissioners and providers working 
together, alongside representatives of peo-
ple requiring support and carers. 

Under the National Care Service, local 
authorities will fund or arrange most care 
and support as an integrated public service. 
In this context the language of the care 
‘market’ may come to seem outdated, since 
the aim of what is today called ‘market 
shaping’ will be to secure choice and flexi-
bility using providers funded and arranged 
by local government. Once these commis-
sioning reforms are bedded in, ministers 
should consider how existing ‘market 
shaping’ duties might evolve to reflect 
the new landscape where providers and 
commissioners collaborate in long-term 
partnerships; and where most services are 
commissioned by councils or purchased 
using publicly funded direct payments. 
This could entail revising section 5 of the 
Care Act (‘promoting diversity and quality 
in provision of services’) or associated stat-
utory guidance.

8.4 Implement the standardised pric-
ing of services. As part of the National 
Care Service there should be a national 
framework for determining fair provider 
prices using national, local and provider 
level data on costs. This would build on 
the government’s fair cost of care exercise 
and the Homecare Association’s minimum 

price for homecare. Prices should reflect 
the cost of efficiently providing services in 
a locality, including return on investment 
and a modest surplus. Providers and 
commissioners should be consulted on the 
pricing framework and annual updates, 
and decisions should be robust and evi-
dence-based. As things stand there is wide 
divergence between the government and 
the sector’s view on the degree of under-
pricing in the system and this will need 
to be resolved.66 The government should 
also guarantee that the system will remain 
in place over many years so that providers 
can rely on it to make investment decisions 
(see block 10: money). 

Nationally, DHSC should annually up-
date a framework for calculating prices to 
take account of changing nationwide cost 
inputs. In particular, annual increases in 
payroll costs under our proposed National 
Care Service terms and conditions will 
need to be accounted for. The process of 
updating the price framework therefore 
needs to be aligned with national pay set-
ting procedures and the allocation of fund-
ing to local authorities. External scrutiny 
of the process should be provided by the 
National Audit Office or the Labour party’s 
proposed Office for Value for Money.

Locally, commissioners should be re-
quired to develop their own local versions 
of the pricing framework, by applying data 
on local cost variations in a reasonable and 
transparent fashion. This will mean provid-
ers will not need to compete on price and 
will be able to focus on improving quality 
and collaborative working. A process for 
providers to challenge decisions should be 
established – eg a mechanism for triggering 
compulsory reconsideration or conciliation 
between commissioners and providers.

Price setting need to take account of the 
complexity of people’s needs, and what 
this may imply about skills requirements 
or staffing levels. For example, these days 
most care home residents have very high 
needs and require much more support than 
10 or 20 years ago. Some types of adult 

social care service are sufficiently uniform 
that they can have a standardised local 
price. However, many services or packages 
of support are unique and should be priced 
on a case-by-case basis, using suitable data 
on payroll and premises costs. 

8.5 Strengthen the financial supervision 
of providers. Independent providers of 
public services should be held to high 
standards regarding financial transparency, 
probity and value for money. For many 
years the business practices of some large 
for-profit care providers have been a source 
of disquiet – with leveraged debt financing, 
offshore corporate structures, tax avoidance 
and excess profits. There are also concerns 
that providers are not viable and could col-
lapse in a disorderly manner without safe 
arrangements for continuity of care.

Today the CQC has a responsibility 
to monitor the financial viability of large 
providers. The purpose of this regime is 
not to intervene to prevent failure but to 
warn local authorities so they can prepare 
to meet people’s needs should an operator 
collapse. This narrow remit contrasts with 
the Regulator of Social Housing which su-
pervises social housing providers broadly 
with respect to financial viability and value 
for money and has significant intervention 
powers.

As part of a National Care Service, 
new requirements on financial conduct 
should be introduced. This is not just to 
address current concerns but also because 
we propose higher and more predictable 
fees for providers. In exchange for this the 
taxpayer needs confidence regarding the 
appropriate use of public money. Stronger 
financial supervision should sit alongside a 
framework for fair pricing.

This more managed approach to pro-
vider finances would make the adult care 
sector look more like social housing or 
regulated and franchised utilities. Detailed 
consultation will be required to develop a 
new regime learning from these sectors 
and overseas experience. 
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The system should cover financial 
viability, value for money, conduct and 
transparency. The consultation should 
include questions on where providers 
are domiciled for tax purposes, corporate 
structures, debt financing, tax avoidance 
schemes and excess profits.

• Large providers. We recommend that 
enhanced financial regulation be intro-
duced for the large strategic providers 
currently included in the existing CQC 
market oversight regime (ie around 50 
providers at present). People we spoke 
to had different views on who should 
be responsible for this regulation, with 
options including CQC, the DHSC or 
another institution. The right answer 
will probably depend on how extensive 
the regulation turns out to be: an evo-
lution of existing requirements would 
suggest the CCQ (meaning that a single 
regulator would be responsible for 
quality and financial practice); a more 
complex regime might require a special-
ist financial regulator. Regardless, some 
additional resource and staffing will be 
required to ensure that the regulator 
can set, monitor and enforce financial 
standards properly. 

• Local providers. Local authorities 
should be responsible for the financial 
supervision of smaller providers, with 
a light touch set of requirements 
focused on financial viability, value 
for money and financial conduct. In 
carrying out this function they should 
take a proportionate, risk-based 
approach. Their financial supervision 
powers should operate alongside their 
responsibility for setting fair local pric-
es, with the aim of striking a balance 
which, in the case of well-run services, 
achieves financial viability without 
excess profits. The government or 
CQC should issue guidance on how 
to discharge this role consistently and 
proportionately.

 BLOCK 9: AFFORDABILITY
There is an understandable and widely 

held desire to reduce charging for adult 
social care at the point of need. Whether 
people are disabled for their whole lives 
or have long-term needs in old age, no 
one chooses to have social care costs. In 
principle there is a strong argument for 
the costs of support and care being shared 
across society through taxation, as with 
other public services. 

But charging reform is only one of sev-
eral potential priorities for extra spending 
and any reforms need to be balanced 
against competing pressures and intro-
duced in the context of the government’s 
overall financial position. That means 
for the foreseeable future, there will be a 
mix of adult care services that are free of 
charge, and services that require a financial 
contribution. 

But support must always be affordable 
for people given their circumstances. Fi-
nance must never be a barrier to accessing 
the help they need to live independently 
and well. Reforms should be progressively 
introduced to improve affordability and the 
pooling of risk over time. 

The approach the next government 
takes to charging will in part depend 
on the legacy it inherits. The Dilnot 
charging reforms are currently scheduled 
for implementation in 2025/26 and their 
cost forms part of the financial baseline 
that ministers will inherit. If the planned 
timetable is confirmed future ministers 
should see the reforms through. If they 
have been abandoned or delayed again 
a new government may wish to consider 
whether other charging reforms are higher 
priorities by conducting a short, sharp 
review and co-design process. A lengthy 
external commission should be avoided.

Proposals
9.1 Take immediate steps. If implementa-
tion of the Dilnot charging reforms is un-
derway, an incoming government should 
continue with the package, based on 
whatever timescale and funding has been 
announced. The two key elements of the 
reforms are changes to the assets means-
test and the new limited liability cap. We 
also propose some immediate reforms to 
the charging system which would be low-
cost and make it work more effectively:

• Make all short-term support and care 
free, especially during the first six weeks 
after hospital discharge (this removes 
ambiguity since most of this support is 
free now).

• Annually uprate thresholds in existing 
means-testing rules (ie capital rules, 
minimum income guarantee, personal 
expenses allowance).

• Reform the disability facilities grant 
means-test (following the government’s 
commitment to consult on this issue).

9.2 Consider one or more charging 
reforms to coincide with the National 
Care Service launch date. The National 
Care Services is a new ‘offer’ to the public 
and from its launch it should ideally include 
a new offer on charging, as part of the na-
tional care guarantee. In particular, as a new 
service for everyone regardless of means, it 
should seek to offer most people at least 
some financial support.  We therefore think 
future ministers should consider one or 
more of the following options (depending 
on whether the first two below have been 
inherited from the existing government):

• Reform the asset means test as pro-
posed by the existing government – ie 
public support available to people with 
assets of up to £100,000 (excluding the 
value of the home when the individual 
or their partner lives there).

Support must always be 
affordable for people given 

their circumstances.
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• Introducing a lifetime cap on care 
costs. Ideally payments towards the cap 
should include both local authority and 
personal contributions as provided for 
in the Care Act. Under the government’s 
2022 version of the reform only private 
payments were to count, which meant 
that people with assets just over the cap 
could eventually pay almost their entire 
wealth in care fees.

• Introduce a universal contribution to 
adult care costs so everyone with sup-
port needs receives some financial help. 
This would bind former self-funders 
into the new public system and create 
a financial incentive that would induce 
take-up among people currently not 
receiving any support. Options could 
include a weekly cash contribution (of 
say £25 to £50), a percentage contribu-
tion to the cost, or a weekly charge cap 
(as with home care in Wales).67 

• Reform the income means test. 
Options include exempting disability 
benefits from home care charges (re-
placing complex rules exempting ‘disa-
bility related costs’); and/or increasing 
the ‘minimum income guarantee’ 
(especially for people aged under 65) 
and ‘personal expenses allowance’.

• Expand the scope of free support. In 
our view this should start with people 
who have disabilities acquired at birth 
or early in life. For example, care could 
be free for people requiring support by 
the age of 25 (as proposed by the coa-
lition government). Charges would be 
made for daily living costs in residential 
accommodation.

At the launch of the National Care 
Service we hope it might be possible to 
introduce one or two of these measures.
 
9.3 Progressively introduce further 
charging reforms in the years that follow.  

Over time, ministers should then consider 
further charging reforms. Ideally they 
should develop a timetable of further 
charging changes so that people will 
know that the affordability of support will 
improve over time. 

Improvements to affordability could be 
achieved by continuing in the directions 
already outlined above. The value of our 
proposed universal contribution could be 
increased. The lifetime liability cap could 
be reduced over time or frozen in cash 
terms. Or the scope of free services could 
be expanded up the age range. 

Another option for extending the scope 
of free services was proposed by the 2014 
Barker commission.68 This is to make all 
support free for people assessed to have 
the very highest needs. This would in effect 
relax the conditions for NHS continuing 
care by providing free services to more 
people with very high medical and care 
needs. In exchange, daily living charges for 
continuing healthcare in care homes could 
be introduced for new beneficiaries.

There is one widely discussed reform 
that we do not support. This is to introduce 
free ‘personal care’, which was proposed by 
the 1999 Royal Commission on Long Term 
Care and is available in Scotland. Making a 
distinction between meeting ‘personal care’ 
needs and needs relating to wellbeing and 
social inclusion contradicts the direction 
of adult social care policy for well over 
a decade including the Care Act 2014. In 
fact, experience in Scottish care homes 
suggests that ‘free personal care’ ends up 
being an arbitrary financial contribution 

that may well be insufficient to meet even 
personal care needs. We think it would be 
more straightforward to offer a defined 
government contribution towards meeting 
any care and support need in order to 
maximise people’s control and choice. 

 BLOCK 10: MONEY
Setting up the National Care Service as 

a brand and a set of institutional arrange-
ments will require very little new money. 
The main costs would be a public-facing 
website and a modest expansion in the 
number of officials working on adult social 
care in the Department for Health and 
Social Care and arms-length bodies.

On the other hand delivering on peo-
ple’s aspirations for what a National Care 
Service should achieve will require a very 
substantial increase in public funding over 
many years. This is not mainly to finance 
new laws or policies but to adequately 
discharge existing responsibilities that are 
grossly underfunded today – and have 
been for some time. Some of this money 
is bound to be provided by ministers from 
any political party to avert dangerous 
service failures. But the creation of a Na-
tional Care Service is intended to trigger 
extra resources to better realise existing 
responsibilities.

A number of the individual policy 
changes we propose also require new mon-
ey – though it is important to emphasise 
that this accounts for a small fraction of the 
future funding requirements for adult social 
care. These new entitlements and responsi-
bilities should be introduced progressively, 
as overall resources allow. They should be 
fully and explicitly funded in rising local 
government spending allocations. 

Setting up the National 
Care Service as a brand 
and a set of institutional 

arrange ments will require 
very little new money.
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Ideally an incoming government would 
approve a significant one-off increase in 
adult social care spending to make up for 
years of underfunding. However, given the 
financial pressures a new administration 
will face we don’t think it is realistic to ex-
pect a short-term jump in spending on the 
scale that is needed. Instead, we propose 
a long-term approach to funding with a 
10-year plan for large, sustained real-terms 
spending increases. This will provide the 
certainty to plan, build institutional capac-
ity and invest. 

What we have in mind is a steady and 
enduring increase in spending not an 
instant sugar rush. However, we know 
that when new ministers come into office 
an immediate spending rise may well be 
needed to prevent services from collapsing. 
This will mainly be focused on arresting 
the current workforce crisis. There may 
also need to be a one-off jump in spending 
when the National Care Service goes live 
to fund new legal entitlements. We suggest 
this could happen in 2028/29.

The creation of the National Care 
Service should also lead to sweeping 
changes to the way money is allocated 
for care and support. This would entail 
reforming the distribution of funding to 
local authorities and the creation of a 
capital investment fund. Although reforms 
to local government finance are technical 
changes relating to the internal plumbing 
of the public sector, they are among the 
most far-reaching steps required to create 
a fair and consistent National Care Service. 

Proposals
10.1 Prioritise ‘year one’ stabilisation 
spending. An incoming government 
should plan to immediately raise spending 
to secure service continuity. This should 
primarily focus on resolving the work-
force recruitment and retention crisis by 
improving minimum pay from April 2025 
(see block 2: workforce). When making 
this commitment ministers should be clear 
that any extra spending is only a beginning 

and is not sufficient to address the financial 
pressures facing the sector.

10.2 Make a 10-year spending commit-
ment. The prime minister and chancellor 
of the exchequer should make a long-term 
promise to increase real terms funding for 
adult social care by a significant percent-
age each year. The exact spending figure 
should be informed by an independent 
assessment of cost pressures in adult social 
care commissioned from the Office for 
Budget Responsibility, the new Office for 
Value for Money proposed by the Labour 
party, or from the independent National 
Care Service scrutiny body we propose in 
this report.

The long-term spending pathway 
the government commits to should take 
account of the amount of money needed 
to adequately discharge existing responsi-
bilities – ie responding to rising demand; 
providing earlier, more consistent access 
to care; ensuring packages of support are 
sufficient to meet needs; and achieving 
sustainable workforce pay and provider 
viability. 

It should also account for the costs 
of any new policies adopted as part of 
the National Care Service reforms – ie 
charging reforms, new entitlements, 
alignment of social care and NHS pay 
and conditions over time. There will be 
a particular need to increase spending 
in the financial year new National Care 
Service entitlements and responsibilities 
are unveiled (which might be 2028/29). 

10.3 Phase in a national funding formula 
and National Care Service grant. Under 
the National Care Service, local authorities 
should receive funding through a new 
national grant. Funding allocations should 
be based on population need and the cost 
of adequately delivering care locally, to be 
established using a national needs-based 
formula. Local authorities would be free to 
supplement this budget or to pool it with 
other public service budgets (to deliver in-

tegrated support including with the NHS).
Details of the new system should be 

co-designed with local government in 
the context of wider reforms to local and 
devolved financial powers. A formula to 
determine ‘spending power’ should be 
based on principles and methodologies 
informing the current government’s 
delayed Fair Funding Review or the last 
Labour administration’s pre-2006 local 
government finance system and use up-to-
date, neighbourhood level data. The new 
formula would be likely to significantly 
improve the relative financial position of 
councils with high population need and/or 
low revenue raising capacity.

The ‘spending power’ formula should 
then be used to allocate:

• EITHER a ‘top-up’ grant that would 
pay the difference between assessed 
financial need and an assumed local 
revenue contribution from council tax 
and locally retained business rates. This 
new grant would absorb existing grants 
for adult care and support.

• OR a freestanding ‘designated’ grant to 
cover the whole of an area’s spending 
requirement (or all but the income 
assumed from a council tax social care 
precept). This standalone allocation 
would follow the model of NHS fund-
ing or the designated schools grant.

Most people we spoke to preferred the 
‘designated’ model. This is because today 
there is a large mismatch between ‘assumed’ 
local revenue and the amounts councils 
raise in practice. This means that the ‘top-up’ 
option would not actually deliver parity in 
spending power for the foreseeable future. 
The ‘designated’ option would however 
require wider reform of local government 
finance because adult social care is such a 
large proportion of overall council spend-
ing. In particular it would be necessary to 
renationalise most or all of business rates 
revenue to secure sufficient resources to 

50 / Support Guaranteed



fund this larger version of the grant.69

Either of these changes to local govern-
ment grants will need to be introduced with 
transitional arrangements to support areas 
that are currently ‘overspending’ compared 
to their calculated spending need. Year one 
grants should be based on existing levels 
of spending, to be followed by gradual 
convergence over a number of years to 
formula-determined spending allocations. 
This process would use ‘ceilings’ and ‘floors’ 
for each area’s yearly percentage budget 
increase. High overall national funding 
increases will make this process faster to 
implement without areas that are ‘losing’ 
(compared to the national average) facing 
real-terms cuts. Financial inequalities 
could therefore be closed sooner than has 
been the case with other public services 
over the last decade.

10.4 Support long-term investment. 
Long-term policies are needed to increase 
capital investment in adult social care 
(and in housing with care). Otherwise in-
vestment is only likely to come from large 
for-profit providers with access to private 
equity or other speculative, high-risk 
capital. Measures are needed to generate a 
large increase in adult social care capacity, 
while also ensuring that a wide diversity 
of providers can invest at scale. To achieve 
this the care system will need to draw on a 
broad range of sources of capital including 
bank finance, pension funds and public 
investment. We propose two approaches: 

• Long-term certainty on pricing. 
Providing predictability regarding the 
future pricing of care services will permit 
a significant increase in private invest-
ment through bank lending and patient 
capital (eg pension funds). Earlier we 
proposed a nationwide framework for 
determining fair prices based on evi-
dence of costs (block 8: providers). This 
should include an allocation for costs of 
capital. In developing the pricing frame-
work the government should make a 

10-year commitment that prices will 
rise annually to at least reflect changes 
in minimum pay in the sector. By tying 
their own hands in this way, ministers 
will be able to induce a lift-off in private 
investment in the sector.

• A National Care Service investment 
fund. Additionally, a public investment 
fund should be established to support 
providers and local authorities to 
develop new capacity. The purpose of 
the fund would be to ensure that public, 
non-profit and SME providers have a 
level-playing field when it comes to 
developing future capacity. Work is 
needed to scope out the detail of the 
fund – for example the balance between 
grants and loans and how public 
investment might leverage in private 
finance. We suggest there should be 
separate programmes to cover care 
homes, housing with care and technol-
ogy investments. The fund might cover 
building new capacity, modernising or 
replacing old facilities, and the adoption 
of technology. Investments could be 
targeted to places where there is in-
sufficient capacity at present, or where 
commercial investment prospects are 
lower, especially areas with high needs 
and low property prices. Conditions 
should apply including a permanent 
commitment to operate as a National 
Care Service provider (or transfer the 
facility to an alternative provider). 

The government should also expand 
funding for home modifications to increase 
investment in adapting people’s homes and 
the installation of assistive technologies.

10.5 Consider an increased role for so-
cial security in funding residential care. 
As an optional addition to these financial 
reforms, ministers should consider ex-
panding the role of social security in paying 
for residential care. At present people with 
low incomes living in residential accom-

modation cannot access means-tested 
housing benefits for the rent component 
of care home fees. Nor are people who 
receive public support for care home fees 
entitled to disability benefits. 

We suggest that housing and disability 
benefits should be payable to people in 
care homes, with this money then being 
offset by lower local authority payments. 
This would result in a reduction of over 
£2bn in the costs currently incurred by 
local authorities.70 In the parlance of 
Whitehall, this is a shift from departmental 
to annually managed expenditure (‘DEL’ 
to ‘AME’). The policy would be revenue 
neutral at the point of implementation. It 
should be supported for four reasons:

• To create financial neutrality between 
care homes and specialist housing (with 
housing and disability benefits available 
regardless of tenure).

• To reduce the amount that needs to be 
allocated through spending formulas 
and local government grants, and 
reduce the wider impact of adult social 
care on local government finance.

• To act as a demand-led, buoyant and 
predictable source of funding in the 
future (benefit spending rises automat-
ically each year in line with growing 
eligibility and uprating rules).

• To achieve fairness and consistency in 
social security payments for people in 
care homes in England, Scotland and 
Wales (as things stand, different nation-
al charging rules lead to variations in 
disability benefit entitlement).

A public investment fund 
should be established 
to support providers 

and local authorities to 
develop new capacity.
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6. The roadmap to a National Care Service

Plans for a National Care Service 
will take time to deliver in full. First 

steps will be needed immediately after a 
general election to stabilise care services 
and ensure that people start to see initial 
improvements quickly. But the process of 
building the National Care Service will 
be a long-term project that might last up 
to a decade. The changes will need to be 
delivered against the backdrop of a system 
in crisis and each step on the road must 
support short-term repair as well as long-
term reform. 

Once the journey is well underway 
and ministers can point to visible change, 
there should be an official ‘launch’ for 
the National Care Service when the new 

brand goes live. This would probably 
happen during the 2028/29 financial year 
to accommodate the time required for 
co-design, legislation and implementation. 
For example, the launch could be on 5 July 
2028, the 80th anniversary of the NHS. 
On this date important new entitlements 
and responsibilities would commence. But 
it would be neither the beginning nor the 
end of the path of reform.

We envisage the roadmap comprising 
the following stages:

Inherit: An incoming government will 
inherit a system in crisis that is failing to 
meet its fundamental aims and statutory 
expectations. But today’s system also 

provides context and foundations for the 
new service. The Care Act 2014 should 
be the legislative starting point. Recent 
government initiatives are first steps 
towards building a national service, in 
particular the Fair Costs of Care initiative 
on provider pricing, CQC assessment of 
local authority performance, and new 
data requirements. The government is also 
planning a new care workforce pathway 
and skills passport. By the time of the next 
election it is possible that the government 
will have recommenced the Dilnot charg-
ing reforms. These bring new financial 
entitlements to individuals but also extend 
councils’ assessment and commissioning 
responsibilities.
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Stabilise: The most urgent priority 
will be to develop a ‘rescue plan’ for both 
adult social care and the NHS. This should 
mainly focus on recruitment and retention 
– and therefore pay. We suggest that an 
initial minimum wage for the sector is in 
place by 1 April 2025 (subject to an elec-
tion being held by autumn 2024). Other 
extra spending at this time should focus on 
service continuity and ensuring both adult 
social care and the NHS are able to provide 
an acceptable minimum level of service.

Prepare: Reforms that start to imple-
ment the National Care Service vision using 
existing legislation should be introduced as 
soon as financial circumstances permit (eg 
changes to guidance, measurement and 
assessment). Local government finance 
reforms should also commence quickly as 
they will take many years to implement. 
The fair pay agreement with improved 
minimum conditions should be introduced 
as soon as it is agreed. Co-production 
and consultation arrangements should be 
established and used to develop detailed 
plans on each aspect of the reform. This 
should lead to a National Care Service 
bill which should be included in the 
parliament’s second King’s speech and 
ideally receive royal assent by the end of 
2026, giving time for secondary legislation. 
Locally, councils will need to build insti-
tutional capacity, establish co-production 
and partnership arrangements and prepare 
for new relationships with providers.

Launch: The formal launch of the 
service could take place in the 2028/29 
financial year. At this point new citizen 
rights and public sector responsibilities 
would kick in. By this time the new national 
framework of pay bands and employment 
terms should also be in place. This is the 
earliest practical date for launch given the 
need for consultation, policy development, 
primary legislation and regulations. An 
earlier date would not give local authorities 
sufficient time to improve practice and re-

build organisational capacity, and it would 
be financially unrealistic given that extra 
funding that will be required both in the 
run-up to launch and at the point that new 
rights and responsibilities go live.

Embed: Following the launch it will 
take several years to realise the ambition of 
the service, as funding steadily improves. 
New capacity will gradually become 
established. It will take time and resources 
to progressively reach more people and 
improve the adequacy of support. For this 
reason some commitments on charging 
reform may need to be introduced gradu-
ally, rather than on the day of launch. It will 
also take a number of years for financial 
allocations to councils to converge on each 
area’s assessed level of need. 

Evolve: The National Care Service will 
be evolving from the moment is launches. 
A commitment to innovation and evidence 
should accelerate the take-up of new 
models of support and the adoption of 
technology. It will also take many years 
to rebalance the composition of the 
workforce towards higher skilled roles. The 
independent oversight body is intended to 
drive improvement and accountability. We 
also suggest a scheduled stock take within 
four years of launch to assess progress and 
examine whether further legislative change 
is needed. At the same time consideration 
should be given to further charging 
reforms to make more support free or 
reduce the amount people need to pay. 

The most urgent priority will be to develop a ‘rescue plan’ 
for both adult social care and the NHS. 
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THE NATIONAL CARE SERVICE ACT 2026

“An act to provide for the establishment of a comprehensive 
care and support service for adults in England”

Drawing on the ideas in this report an act founding the Na-
tional Care Service could include the following provisions:

• Duties on the secretary of state

• New national functions/structures

 » Partnership/co-production arrangements

 » Workforce and skills arms-length body (standalone or 
joint with NHS)

 » Independent scrutiny, evidence and engagement body

 » Financial regulation of large providers

• Citizen rights

 » NCS constitution

 » The right to independent living

 » Carer’s right to short breaks

 » OPTION: formalise existing rights derived from duties 
on public bodies

• Revised duties for local authorities

 » Co-production requirements and machinery

 » Partnerships with providers and worker representatives 

 » Requirement to fund peer-led support

 » Stable public service contracts with ‘licensed’ providers

 » Free arrangement of services for all 

 » Carer choice during assessment and care planning

 » Joint responsibility with the NHS for care following 
hospital discharge

 » Transferability of assessments between areas

 » Financial supervision of small providers

• Revised requirements for the NHS

 » ICS representation/engagement

 » Joint responsibility with local authorities for care follow-
ing hospital discharge

 » Requirement to refer to the National Care Service

• Professional registration

 » OPTION: introduce a compulsory scheme

• Social security

 » Requirement to refer to the National Care Service

 » OPTION: reform housing and disability benefits in care 
homes

54 / Support Guaranteed



How to prioritise spending in-
creases? 

Earlier in the report we said there 
should be a 10-year commitment to sus-
tained funding increases and that there 
will be difficult trade-offs to make when 
it comes allocating new resources. Each 
year extra money will need to be spent on 
a wide range of priorities, as well as to meet 
annual increases in demand. However our 
proposals for the phased introduction of 
the service imply a logical sequence with 
respect to the issues that should be prior-
ities for extra funding as progress is made 
along the journey:

• Stabilise – workforce pay (sector mini-
mum wage), fair provider pricing

• Prepare – improve eligibility and 
access, prioritise prevention, build local 
authority capacity, workforce terms and 
conditions (Fair Pay Agreement)

• Launch – workforce pay (National Care 
Service pay bands), arrange services for 
all, initial charging reforms

• Embed – improve adequacy of support, 
implement DWP and NHS require-
ments to refer

• Evolve – further charging reforms

In the appendix we set out some more 
detailed suggestions for sequencing, under 
the 10 ‘building blocks’ outlined in chapter 
five. We hope that each action can be taken 
as early as possible within the window of 
time suggested. All these options assume 
that an election is held by autumn 2024. 
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APPENDIX: THE ROADMAP BLOCK BY BLOCK

BLOCK 1: STRUCTURE AND IDENTITY

Inherit (24/25) • 2022 legislation creates CQC assessment of local authority performance and a power for the 
secretary of state to intervene

• Informal partnership structure without government involvement

Stabilise (24/25 to 25/26) • Repurpose and expand DHSC social care division to deliver the NCS
• Publish Green Paper and commence public consultation and national engagement exercise
• Establish partnership structures for: co-production with people requiring support and carers; 

negotiating workforce terms and conditions; relations with providers

Prepare (25/26 to 27/28) • Appoint high-profile NCS ‘chief executive’
• Consult devolved national governments on UK wide issues
• White paper with key policy decisions
• NCS bill in second King’s speech of the parliament
• NCS Act receives Royal Assent
• CQC and local authorities build capacity

Launch (28/29) • NCS launch day with commencement of new rights and launch of England-wide digital gateway
• Roll-out of NCS public brand across all councils and providers

Embed (29/30 to 30/31) • Publish national strategies on key areas for reform
• Annual progress reports to parliament

Evolve (29/30 onwards) • Review progress four years after launch
• Consider long-term organisational structure (eg arms-length executive body like NHS England)
• Consider applications for city regions to take over NCS functions and duties

BLOCK 2: WORKFORCE

Inherit (24/25) • Government currently developing a care workforce pathway and skills passport
• Proposed level 2 accredited care certificate

Stabilise (24/25 to 25/26) • Launch health and care recovery plan focused on vacancies
• Fair Pay Agreement provisions form part of an Employment Rights bill in a first King’s speech
• Launch sector minimum wage (eg real living wage)

Prepare (25/26 to 27/28) • Agree and implement sector-wide Fair Pay Agreement
• Negotiate NCS employment conditions and pay-scales (modelled on Agenda for Change) 
• Complete England-wide and local workforce and skills plans
• Launch voluntary professional register

Launch (28/29) • Introduce new workforce terms and conditions and NCS employee insignia to coincide with formal launch

• Continue to review NCS occupational standards and skills
• Review providers’ regulatory requirements for skills and training

Embed (29/30 to 30/31) • NCS pays-scales converge on similar posts in the NHS

Evolve (29/30 onwards) • Move towards compulsory professional registration (if not earlier)
• A measurable shift in the composition of the workforce towards more senior and specialist roles

56 / Support Guaranteed



BLOCK 3: CO-PRODUCTION

Inherit (24/25) • Existing guidance, good practice and legal requirements

Stabilise (24/25 to 25/26) • Launch a co-production process to shape the detail of the NCS (eg deliberative research, citizens’ 
assemblies or a people’s commission)

Prepare (25/26 to 27/28) • Create national co-production machinery prior to legislation
• Use a national strategy, statutory guidance and CQC assessment framework to improve local 

practice prior to legislation 
• Primary legislation introduces co-production responsibilities and machinery at national and local 

level
• Launch independent scrutiny, evidence and engagement body led by people requiring support and 

carers

Launch (28/29) • Co-production requirements come into force on or before NCS launch date

Embed (29/30 to 30/31) • Spread experience and good practice at national and local level

Evolve (29/30 onwards • Review four years after launch to assess practice and culture change

BLOCK 4. RIGHTS

Inherit (24/25) • Opaque rights derived from statutory duties
• UN convention of the rights of persons with disabilities

Stabilise (24/25 to 25/26) • As part of green paper, consult on shaping new right to independent living, and whether to include 
other rights in primary legislation

• Use a national strategy, statutory guidance and CQC assessment framework to improve local 
practice prior to legislation

Prepare (25/26 to 27/28) • Initiate development of co-produced NCS ‘constitution’
• Launch appeal system created by Care Act 2014 using regulations
• Agree NCS constitution

Launch (28/29) • New constitution, rights and associated machinery come into force on or before NCS launch date

Embed (29/30 to 30/31) • CQC assessment of practice on information, advice and advocacy

Evolve (29/30 onwards) • Refresh NCS constitution four years after launch
• Consider if further legal rights required (if explicit rights not added to the Care Act prior to NCS 

launch)
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BLOCK 5. CARERS

Inherit (24/25) • Ringfenced funding for carer support and planned government evaluation of impact

Stabilise (24/25 to 25/26) • Green Paper consultation
• Use a national strategy, statutory guidance and CQC assessment framework to improve local 

practice prior to legislation

Prepare (25/26 to 27/28) • Initiate development of co-produced NCS ‘constitution’
• Primary legislation with new national duties for NCS to promote carers’ wellbeing, co-produce, and 

develop related strategies; requirement on local authorities to discuss carer’s wishes and provide 
short breaks

Launch (28/29) • Carer related rights and requirements come into force on or before NCS launch date

Embed (29/30 to 30/31) • Completion of systems changes required for referrals from other public services
• Measurable improvements in outcomes for carers

Evolve (29/30 onwards) • Further consultation and dialogue on financial support and services for carers

BLOCK 6. ACCESS

Inherit (24/25) • Emergency government interventions on accessing care after hospital discharge
• Delayed preparations for implementing the administrative and assessment requirements of the 

Dilnot funding reforms

Stabilise (24/25 to 25/26) • Use a national strategy, statutory guidance and CQC assessment framework to improve local 
practice

Prepare (25/26 to 27/28) • Prevention – introduce monitoring/benchmarking of spending
• Commence Care Act duty for local authorities to offer to arrange care homes for self-funders
• Measurable increase in access in numbers receiving support

Launch (28/29) • New referral requirements – DWP/NHS to identify people with needs and refer; local authorities to 
initiate contact and offer information, advice and assessment 

• Revised assessment guidance, practice and monitoring – on or before launch of NCS
• Transferability of assessment between places permitted – at launch of NCS
• Free arrangement of services for all (unless people opt out) – phased in with new assessments from 

launch date.
• Transitional arrangements required for existing self-funders if limited liability cap introduced (to 

avoid spike in demand for assessments) 
• Increase spending progressively to achieve goals

Embed (29/30 to 30/31) • Gradual implementation of arrangement of support for former self-funders
• Gradual implementation of lifetime cap (if implemented)
• Completion of systems changes required for referrals form other public services

Evolve (29/30 onwards) • Improve adequacy of packages to fully realise right to independent living
•  Review progress on access and consider if new eligibility legislation required
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BLOCK 7. MODELS OF SUPPORT

Inherit (24/25) • Existing innovation from individuals, providers, commissioners and support organsations

• Government reforms to data and digital

Stabilise (24/25 to 25/26) • Roll out effective joint provision by local authorities and NHS following a health emergency or 
hospital discharge

Prepare (25/26 to 27/28) • National strategy and guidance to promote effective care models, including joint work with NHS 
and housing

• Revise guidance on direct payments

• National functions/networks on evidence, research and technology

• National data requirements/standards

Launch (28/29) • Revise local planning requirements and create new use class for ‘housing with care’

Embed (29/30 to 30/31) • Continual development of models of care, supported by co-production and evidence
• Rapid expansion in use of technology and data in all aspects of care and support

Evolve (29/30 onwards • Review four years after launch, including of how mix of support has changed

BLOCK 8. PROVIDERS

Inherit (24/25) • CQC financial monitoring regime
• Fair Costs of Care initiative to increase provider pricing

Stabilise (24/25 to 25/26) • Introduce interim framework for standardised prices (based on existing government initiative)

Prepare (25/26 to 27/28) • Form local partnerships between commissioners, providers and worker representatives to co-design 
new local landscape

• Introduce permanent framework for standardised prices and conciliation process
• Consider expansion of local authority ‘provider of last resort’ responsibilities 
• Pass legislation on financial regulation and supervision

Launch (28/29) • Implement new long-term public service contracts with providers on or before launch day (to be in 
place when new branding commences and commissioners take on responsibility for self-funders)

• Implement financial regulation system

Embed (29/30 to 30/31) • Option to gradually shift the mix of provision, to include more public and non-profit delivery

Evolve (29/30 onwards) • Review Care Act ‘market shaping’ requirements
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BLOCK 9. AFFORDABILITY

Inherit (24/25) • Dilnot charging reforms postponed in 2022. Now scheduled for implementation in 2025.

Stabilise (24/25 to 25/26) • Either continue to implement Dilnot reforms (if underway) or commence a very short in-house 
review of charging reform options

Prepare (25/26 to 27/28) • Introduce minor changes to charging rules – eg free care for short-term care including for six 
weeks after hospital discharge; uprating means-test thresholds in line with inflation; reform DFG 
means-test

Launch (28/29) • Introduce one or more substantial charging reforms to coincide with the NCS launch
• Consider announcing a timetable of further charging reforms

Embed (29/30 to 30/31) • Embed charging reforms and associated administration (especially important if Dilnot cap is 
implemented, as liabilities build up gradually)

Evolve (29/30 onwards) • Implement further charging reforms, expanding out from initial improvements
• Consider expanding eligibility for NHS continuing healthcare to more people with very high 

support and clinical needs in exchange for charging daily living costs to people in care homes 
receiving NHS continuing care

BLOCK 10. MONEY

Inherit (24/25) • Stop-start spending increases, and repurposing of funding to emergency response
• Better Care Fund to be the starting point for new NCS grant

Stabilise (24/25 to 25/26) • ‘Year one’ financial boost to stabilise the system focused on pay

Prepare (25/26 to 27/28) • Ten-year commitment to sustained funding rises
• Launch National Care Service investment fund
• Consult on and commence implementation of National Care Service formula and grant

Launch (28/29) • Uplift in funding when service launches to reflect new entitlements and responsibilities (likely to be 
2028/29)

Embed (29/30 to 30/31) • Local funding allocations converge with formula

Evolve (29/30 onwards) • Review progress as end of 10 year spending commitment approaches
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