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Malcolm Payne
Department of Health (2009) Shaping the Future of Care Together (Cm 7673) London: TSO. http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_102338 
As its title implies, this is a Green paper, so it is consultative in character and there are lots of questions to answer and places, particularly a website which contains a blog:

http://www.dh.gov.uk/en/Consultations/Liveconsultations/DH_102339 
What’s involved and who’s involved?

This Social Care Green Paper will be a bit of a disappointment to many in social care, because it does not follow up on many of the issues about personalisation, transformation, the needs of carers and being in control of services that have been the focus of debate for  people in social care over the past two or three years. Instead, the main focus of its contribution is a focus on the old chestnut: how do we pay for care for older people from the 2020s onwards? All the other things are mentioned but taken for granted; they are moving forward, not need for discussion – now here’s the big one.

Most people in the care system are used to dealing with the Department of Health, whichever the current place for local government is, and lately also the Schools ministry because it has children’s social care. But the signatories to the report are interesting: the extent of the involvement tells us: this is big policy, it is big money, and the big beasts are getting their hands on it: 

The Rt Hon Andy Burnham MP, Secretary of State for Health 

The Rt Hon Liam Byrne MP, Chief Secretary to the Treasury 

The Rt Hon Yvette Cooper MP, Secretary of State for Work and Pensions 

The Rt Hon Lord Mandelson, Secretary of State for Business, Innovation and Skills 

The Rt Hon John Denham MP, Secretary of State for Communities and Local Government 

The Rt Hon Tessa Jowell MP, Secretary of State for the Cabinet Office 

The Rt Hon Ed Balls MP, Secretary of State for Children, Schools and Families 

What are the costs?

A table and a figure (pp 97-8) make the main points: the average lifetime costs of care in old age are high; about 20% of people have very low costs; about 20% have very high costs over £50,000.
	[image: image1.emf]Average lifetime expected cost of care for a 65-year-old

	Female 
	£40,400 

	Male 
	£22,300 

	All 
	£31,700 


Costs are certainly part of the problem, from the government’s point of view. The paper says, for example:
If we do not reform the system, in 20 years’ time the cost of disability benefits could increase by almost 50 per cent. HM Treasury’s long-term fiscal projections show that the costs of long-term care are set to increase by 17 per cent by 2027/28 (p 40).
The arguments for doing something

The prime minister and the secretaries of state all emphasise strongly the issue of fairness:

The Prime Minister’s foreword: …In Building Britain’s Future, the Government set out its vision of a fairer, stronger and more prosperous society (p2).
This refers to Labour re-launch overall policy statements we had a few weeks ago.
The first paragraph from the secretaries of state: We need a system that is fairer, simpler and more affordable for everyone (p 4). Then their case for change, point 3 of 4: We know that, despite many improvements over the years, the system is still regarded as unfair (p 4). 
Then in the statement on a National Care Service:

Building on what people told us that they wanted from services during last year’s engagement programme, this Green Paper sets out our vision to build a high-quality National Care Service that is fair, simple and affordable. 

People want to be treated fairly. We want a system whereby people get the support that they need wherever they are in the country. 

On ‘affordable’ they say: 
At the moment surveys tell us that more than half of people think that care will be free. But it is not. Care and support costs can be very high: a 65-year-old can expect to need care costing on average £30,000 during retirement. 

So, this is mainly, in the political mind, about people who save or have property being hit for charges and partly about postcode lottery. A member of the public at a consultation exercise expresses a commonly heard view:

“I think one of the worst things is for someone to have paid their taxes all their life and then if they need care in old age they have to sell their house to pay for it, leaving their children no inheritance, while people who have never worked at all in their lives get everything for free.” Member of the public, response to the engagement process (p 42)
And the aspiration for a ‘National Care Service’ sets a parallel with the NHS, at least partly because many people liked the NHS principle that care should be free when needed (p 93). However, the government is deciding, in plumping for particular options, that the public would not be prepared to afford this. But they’re not going to have a national administration, for which relief much thanks; they’d be crazy to lumber themselves with administering another and cheaper NHS. On the other hand, this means that national governments can offload all the blame for screwing the money down tight, and for everything that goes wrong as a consequence, on local government, while crowing about everything that goes right.

The suggestion is for a national system of assessment, which local authorities will implement in their own way. Also, a national system of eligibility for funding will be required, but there are options for how that might work. I look at those in more detail below. There is a statement that improvements will not need structural change (p 66), Thank goodness, because, first, we all know that wastes time and money, Second, every structural change produces its own problems which another generation of politicians then has to sort out, often returning to the present structure. Third, as they say, it’s probably easier to get actual people to work as colleagues and get streams on money to support each other than change a structure to force them into some sort of reorganisation which then does not address how they work together for ages.
A useful analysis from a speech by the disability campaigner, Jane Campbell, tells us that we do have to separate different elements of the system:

“In Britain today we have three almost entirely separate debates going on with regard to social care: the first is about how we fund long-term care for older people; the second is about how we support carers; and the third is about promoting independent living for disabled people…”  (p 26)

The paper does not give carers much of a look-in, and her analysis highlights this lacuna, although Phil No-hope has announced a further project to help carers at the same time, which hasn’t got much publicity because of the Green Paper. I particularly think Jane’s is a helpful point, because many people, particularly many older people, do not want the degree of self-control of their care that younger disabled people have really benefited from, employing personal assistants themselves and so on. Another quotation from the Chief Executive of In Control (the organisation that has been working on the direct payments’ personalisation pilots) makes this point well:

“You can give people control of it and you can also give people the right to control how much control they have over it. That might seem a funny point, but it is also important. People do not always want complete control but they want some control; also, and very importantly, the right to spend that money on services that really make sense.”  (p 39)
This is right: we shouldn’t be making everyone fit the same pattern of independence. Many older people don’t necessarily want to organise their own care provision, but they do want much more freedom to choose, which they don’t get because the range of choices available is not very imaginative and the things they would choose are too expensive for our cheapo public funding. The promise to allow people to pay for extras from their own funds if they have them is part of the funding proposals. As I say in my resource document on continuing care and community care funding, NHS continuing care cannot be far behind here.
The report does not just talk about social care, but it includes some housing services, social security provision helping people with the extra costs of disability, especially attendance and disabled living allowances and independent living allowances. I think this is a worry, see below, particularly for end-of-life and palliative care, because I think to some degree freedom is given by the clear allocation of a sum of money with no strings attached. Most palliative care social workers could tell you many stories of the relief that many people at the end of life gain from this fairly small pot of money that they can spend how they like. Freedom ought to include some allocation of money that people can make choices with. I fear that the system proposed here is wholly care-oriented, and will not allow for the special things in people’s lives that make it worth living.
What are they proposing and what do I think of what they are proposing?

The summary of the vision is a good place to start:

Prevention services: You will receive the right support to help you stay independent and well for as long as possible and to stop your care and support needs getting worse. 

National assessment: Wherever you are in England, you will have the right to have your care and support needs assessed in the same way. And you will have a right to have the same proportion of your care and support costs paid for wherever you live. 

A joined-up service: All the services that you need will work together smoothly, particularly when your needs are assessed. 

Information and advice: You can understand and find your way through the care and support system easily. 

Personalised care and support: The services you use will be based on your personal circumstances and need. 

Fair funding: Your money will be spent wisely and everyone who qualifies for care and support from the state will get some help meeting the cost of care and support needs. (p 47)

Prevention: what does it mean?

Of course a lot of this is apple crumble and motherhood (long-time readers of my blog know that my mother couldn’t do apple pie), if you only look at the summary, but the more detailed material tell you something about what they might go for. For instance, the prevention section is talking about special ‘re-ablement’ help for six weeks after you get out of hospital in the hope of preventing further costs. They think this would actually save money, and it seems like a good preventive move to me. Also, I’d be quite keen to work in a re-ablement service and I bet they would get good staff.
They are also talking about telecare; this is bound to develop and will also be good and getting better. However, it does mean that if you’re quite disabled you are left staring at the four walls instead of getting more imaginative help. I’d like to see a commitment to something like Dutch cultural social work or social pedagogy in Eastern and Germanic Europe, where there is a commitment to doing imaginative and creative things with older and disabled people.
Another positive is that they are talking about better information and guidance. This is intended to be the role of social workers in the ‘putting people first’ transformation agenda. Another part of this is the sort of provision from local authorities that the Audit Commission has been pushing in its reports of local authority priorities for older people. That is, doing everything they do in ways that make it easier for odler people. Examples are mending the pavements so that older people don’t trip over them and break their bones, putting in more public seating so that they can get to the bus stop in easy stages, providing bus shelters so they don’t get pneumonia waiting in the rain, having special older people sessions in swimming pools and fitness rooms in leisure centres so that us portly, pasty-faced wrinklies don’t have to meet up with tanned, toned ladies in lycra (in case you think that’s too sexist, I got the  ‘ladies in lycra’ line from the Audit Commission). I can see some of these things happening in my local authority (Sutton London Borough if you must know and good on them).
I think the Paper misses an opportunity here, because the new conception of what social workers are for (to advocate for people who need care and guide them through the system rather than manage their care for them) could make a good link to the costs issues, because it will be social workers who are guiding people through these decisions, and this is a positive about being clear about the financing options that the Paper does not make enough of.
National assessment – they won’t be able to make that work

The national assessment system proposed means that you can get your assessment anywhere, and if you move, for example to live with a family member in another local authority area, you can take your assessment there and get the same services. This refers to something like the system for eye tests. You go to any ophthalmic optician, get a prescription and then take it to any dispensing optician, although in reality the high-street companies put them together in one shop and you have to be quite assertive to get out the door with your prescription. 
However, most ophthalmic opticians would end up at the same result. Also, most dispensing opticians have quite a range of spectacle frames and a wide range of lens availability, so you’re likely to be well-served whatever happens (but not if you have a complicated prescription like me). Social care assessment is not like that, it depends on discretionary or skill-based judgments by assessors, and social care agencies in other places are not likely to be so trusting as they might be of other opticians. Also, what you get is much more discretionary than it is with opticians and depends much more on what’s available.

Also how it feels may vary quite a lot, so that you could in theory be getting the same service, but because the carers or care homes don’t suit you so well, you may not actually get a service that is tailored to you. For example, in many areas I have worked in, the leisure concept of most care homes is limited to bingo and trips to Blackpool-like places and the televisions are switched to the popular channels. If you want to play chess, or enjoy BBC4 or Radio 3 you’ll have no company and will be marooned in your room. But I do know areas where a much wider range of facilities are available, because there is demand. If you moved from one of these to one of the lowest common denominator places you might be getting the same care theoretically, but might well be much less happy.
Joined-up services – they won’t be able to make that work either

The same applies to joined-up services. One complaint here is that every service wants to do their own assessment. But however you organize it, the reality is that the professionals delivering a service want to work out with you what they can do best for you, and they will not trust some general assessor to do it for them. Care home managers or occupational therapists want to see what they’re taking on; they won’t trust a general purpose social worker or some other assessor to do the job for them.

And many professionals are fundamentally ignorant about and not focused on areas that lie outside their usual focus. So nurses and doctors are vaguely aware of the broad range of social services and social security and can give you a good idea of the things their patients seem to need. But they rarely have any picture of how you might put it together to form a service, and they’re never going to have; it’s just not a big enough part of what they do. The same applies to most social workers and their conception of what medical and nursing treatment might be able to offer. I’m reminded of this about once a month when a nurse says about some caring procedure: ‘But everyone knows that’s not how to do that…’ when I certainly don’t; that might be because I’m just a crass ignorant social worker, but the reason for the comment is usually that some caring and committed relative didn’t know either. People’s expertise makes them think that everyone can use the same knowledge that they have, when it’s not part of every day knowledge and skill.

That’s why we have different professions, and however much the government whinges about it, it is a reality that they have different expertise and different focuses. What you have to do is to encourage the services to feel good about working together and negotiate about what’s possible for them. The paper says this too, but I fear that what lies behind this is a good deal of ‘see the scars on my back’ (what Blair said about doctors once) because they don’t understand the real difficulties of good professional work in this field.

Joined-up services - resist the incorporation of social security allowances at all costs
Part of the proposals about joined-up services is the idea of ploughing housing and social security money into the pot; this is where the government intends to get the money from to pay for its contribution to social care.

I am intensely suspicious of this. I remember when the present community care system was set up in the 1990s, and the social security budget (which gave an entitlement to money for care homes) was shifted over to local authority social services to be used more flexibly. The entitlement had become increasingly limited, as the government found out during the 1980s how much care homes cost and how much they were needed, but it was still an entitlement. The claim was that local authority care managers, mostly social workers, would make a rational assessment and so people with most needs would bet the most care.

Two things happened in the 1990s. First, some of the social security money was not transferred, so there was a hidden cut-back. Remember that both main parties have a very real need to cut back any kind of social care if they can get away with it, especially as they have given priority to healthcare. The whole point about keeping health and social care separate is that it allows governments to be cheapskate about social care, because healthcare is the political priority, rightly because it’s also most people’s priority. The current financial mess means that governments need to implement every conceivable kind of cutback that it is possible to find without getting into serious political trouble and cutting back on healthcare is more serious trouble than social care. The paper makes it clear that the real pressure on care services won’t happen until the 2020s, by which time things will have started to get better again financially (they hope). All the more reason to cut services back now, so that they can show all sorts of wonderful developments from the lowest possible cost base in 2020. You may think I’m cynical – no, I’ve just been in social work for forty years and I’ve been a manager for thirty years and I know how it works.
Second, social work care management was the personalisation of the 1990s. While the research in the pilot schemes showed that care management assessments allowed services to be more rationally allocated than before (when whoever shouted loudest or wept most got what they wanted), care management as implemented across the board had a focus on keeping the costs down and managing the money, not on providing the best services.

Then, after those two things that happened in the 1990s, a third thing happened in the early 21st century. The money was severely tightened up at the same time that demand was expanding, so the local authorities screwed down the level of need they were prepared to meet under the Fair Access to Services guidelines. This was because they had discretion. And they did this at a time when public finance was expanding in the things that the government gave priority to (health and education). They gave no priority to social care then, and both main parties are committed to continue to give priority to health and education. So why do we imagine that they’re going to give any priority to social care over the next ten years when they’re in financial trouble? 
Returning to including attendance and disabled living allowances into the budget for social care after this history lesson, I say resist this at all costs. If there is a social security allowance, you can see what it is and what the criteria are. If this money becomes a local authority discretion, it will absolutely, no doubt about it over time be screwed down in the cause of saving public money and nobody will be able to identify that this is happening. Then you’ll get another Green Paper in around 2030 bemoaning what a low standard social care is and how unfair it all is. I’m concerned about that, because it’ll be me in the care home: our daughter (a very highly qualified social worker who has worked in care homes) has announced that she’s not looking after us but she will make sure she finds us a good care home. I want people to have an entitlement to allowances, not some discretion that will, absolutely, no doubt about it be whittled away.
Personalised care

This part of the Paper is more apple crumble and motherhood, better training, SCIE, National School for Social Care research, more social enterprise (so that it doesn’t consist only of do-gooding but also covers its costs and gets professionals to be more businesslike instead of always whinging about how services need to be better) etc etc. All the latest buzz-words. It also talks about an independent organisation to produce an evidence base for what works in social care: I thought that was what SCIE was supposed to be, but obviously they’ve forgotten that, because it has spent all its time and money disseminating the latest trends on the government’s behalf that they’ve forgotten they intended it to be independent, which it obviously now isn’t, and they’ve realised that. 

And it indicates a continuing development and implementation of ideas about personalisation. A variety of personalisation and joined-up working projects is described on pp 69-74 and has been more or less ignored by the press, but how the services actually deliver care is likely to make the biggest impact on what happens for people.

The funding options

This is the section that the press has trained its beady eye on because what reporters and editors think the public is interested in is the money.
The Paper accurately says that in most Western states there is some sort of balance between payments from the service user, their family and the state. How they pay also varies: in Britain people pay from capital or, if they have a good pension or they’re better off, income. Other places have more insurance. The point about the British system is that because people tie up a lot of their wealth in houses, when this is turned back into current spending on care the family loses a lot of its store of wealth. So while British people are not liable to pay for the care of their older family members (which is the law in a lot of European countries) they do lose the main store of the family’s wealth. And the point about this is that you can see the gold bars in the form of bricks and mortar in front of you, so you can see its loss much more clearly than if you have a general duty to contribute to grandma’s care from your income.
Two options are dismissed. One is everyone paying for themselves, because a lot of people cannot afford it, and more than that, most people could not afford it if they faced the most serious care needs. The other is the state paying for everything from tax, like the NHS, because the tax revenues and public support cannot afford it. This is not quite the reason that the paper gives: what it says is that the cost would be too much of a burden on people in employment. But that depends on their priorities doesn’t it? Some states have much higher rates of taxation because people agree that the state should pay for these things. But they’re probably right to say that this is not possible in the British political context.
So the three politically realistic options are:

· Partnership: the state guarantees to provide a third or so, individuals find the rest from their own or families’ resources; poorer people would get a higher level of support, which would be means-tested, so some would go free.

· Insurance: the government would pay its slice and set up an insurance scheme to cover the rest (or worryingly farm this out to the insurance companies so that the incompetents in the financial services could rook us all from mis-selling again).

· Comprehensive: people would pay around £20,000 at current prices, possibly taken from their estate after death, and this would cover everything.

The Paper goes into the results of the consultation exercise: and this topic led to irreconcilable and very heated discussion, so the answer is not easy. One of the things the Paper recognizes is that younger people are unlikely to pay insurance premiums to cover care in old age, and older people have more of the wealth than younger people, who have more outgoings for the cost of children and university tuition fees, which us baby boomers did not have to pay. Some countries (Japan is described) have a compulsory scheme that everyone pays into when they are over 40 or some such age. There was also stronger acceptance that younger people who are disabled should be paid for from general taxation.
I wonder about this, because the Paper mainly concentrates on older people and mentions other categories, in particular disabled people. However, it avoids pointing out that within the ‘disabled people’ category are people with long-term care needs because of mental illness and people with learning disabilities. The picture given is the young man or woman in a nice clean wheelchair, like all those who compete in the Paralympics, who can learn and want to do a lot for themselves. Stigmatised groups of disabled people are not in the reckoning here. I think the public might be less sympathetic if the young person in the wheelchair was some lout who was disabled because they were speeding when he crashed his nasty noisy motorbike. However, the funding options discussed here are for older people.
Looking at state responsibility, the Paper balances three different issues: 

· Local flexibility vs national consistency

Everyone likes the idea of responding to local needs (for example, in rural or urban areas), but most people think the system should be consistent everywhere.

· One system for all vs different systems depending on type of disability and age

This reflect the fact that people can plan for the costs of old age over a lifetime and should suffer the consequences if they don’t; the government would focus on the exceptional or unexpected, like congenital disability or serious illness in later life. Overall, people expected good standards for everyone and were not too concerned with how the system was divided up.

· The government targeting those least able to pay vs supporting those who plan and save.

This balance reflects the very strong public feeling about having to sell your house to pay for even moderately expensive care. Many people preferred the NHS model. There was also concern that focusing on high needs, as at present, meant that some people who needed some care did not get it, then deteriorated, so that their costs were unnecessarily higher when they did meet the criteria.

So what will the system actually look like?
· Everyone will pay their accommodation and food costs, because they would have to pay those anyway, wherever they receive their care.

· In all the options, provided people were assessed as having care needs, the state would pay something and would pay everything for the poorest.

· In the insurance option, people who took out insurance would get care free; others would pay for themselves. The government would try to set up a system that made insurance cheaper and easier to administer. There is a problem of how far you compel people to take out insurance for needs that everyone hopes not to have. That is why the government leans toward some form of comprehensive cover.
· In the comprehensive option, everyone over 65 pays a set amount (estimated at around £20,000-£25,000). Because it would be universal, it would be cheaper than insurance, but as with insurance, some lucky people would pay more than their own particular care would cost. People could pay up front (from a lump sum retirement benefit, for example, or savings) or by having the payment taken from their estate (like deferring costs now), or, as many people are going to have to do anyway, by working on to a later age, deferring their retirement pension, and using the savings from deferral to make the payment.
I think the main problem with all of these options is unspoken. People don’t want to be in care homes, don’t want to think about it and hope it won’t happen to them, even if it is quite likely that it will.

Also, standards of care are often not good enough, and probably can never be flexible enough to give you a living experience like home. We will be paying a lot of cash for a not very good experience that we don’t want to be part of. Also, the standards of food and accommodation are not individualised or high quality enough for many people and they will not be prepared to pay for them. I would not be prepared to pay much for the food that I got in hospital the last time I was admitted, and the menu I was given each day was irrelevant to what I got. A lot of the food dished out in care homes is equally poor or worse. However, that is not the main point: when people don’t want to be there, any amount of wonderful provision is not going to make up for being in a position they don’t want to be in. 
People also don’t want to do caring; where are the employees going to come from who want to do this work? And how can they ever be as good as even not-very-good family carers to most people who don’t want to be in a care home or have people bathing them with loads of equipment in their own home. Even if we are willing to pay more than we do currently ( a big if), there are just not enough people who are willing to work in care at a high enough standard to provide for all the needs in a big and successful economy that offers lots of other jobs.
The final thing about the proposals is: what does it mean for local government? A national scheme means national payment, even if local government administers it. How free are they going to be to provide a locally responsive service? As the managerialist target mentality is (thank goodness) leaving national politics and national scheme administered locally will mean less local government autonomy. We are already probably the most centralised state in Europe; this will make us more so.

The Green Paper and end-of-life care

The Paper does not major on palliative and end-of-life care; no joined-uip thinking there. The need to care for older people as they become more frail arises because there is a longer run of frailty these days before (largely unspoken in this document) they die. We’re caring for dying people here, but they’re not dying in the way that palliative care services mean: that they have a clear illness and diagnosis which means that they’re not gong to cost anything much very soon. Regular readers of this blog will know that I think it’s very important to see end-of-life care not as an extension of palliative care, but the transfer of some of the skills learned in palliative care to everyday care for millions of older people who are reaching the end of liufe without being properly prepared for it, and without their friends, neighbours and family having the skills to recognise and deal with it.
I searched the document for ‘die’; most mentions are about getting the money after death. I searched for ‘dying’; no mention. I searched for ‘palliative’ and ‘end-of-life’; no mention.  I searched for ‘death’; with one exception this also was about getting care costs back from people after death.

This is the exception, an interesting and useful table which explains why care and support is needed:

There is a wide range of formal care and support services. 

People might need care and support to: 

· get in and out of bed 

· carry out basic household chores 

· prepare their meals 

· pay their rent and organise paying bills 

· make sure their homes and their workspaces are adapted to suit their needs 

· recover after an operation or illness 

· come to terms with the death of a loved one, or 

· look after children and fulfil their parenting responsibilities.  (p 30)
Coming to terms with the death of a loved one (I would say probably multiple loved ones) implies consideration for a range of personal and social issues that require services that the Paper mainly avoids. That is, the interpersonal quality of what we provide. All of this list, dealt with well, requires psychological, emotional and social sophistication, and I doubt there will be enough staff of good quality to deal with it. These services are not just delivered; they engage older people in relationships with professionals and other service providers. The quality of the relationships they cane have is neglected in this document. We cannot even recruit enough people to do well the politically recognised and well-paid and rewarded job of children’s safeguarding (rewarded if you don’t mess up). How are we going to recruit enough people to do really well the hidden job of responding as human beings to the human beings who are the older generation of our communities?
Is it going to happen?
Yes, I think something like it will, but not for a long time. The general assumption is that this is going to take five years to bring in; that is, not in this government or the next, but the one after that. So I expect to be giving advice on how to cope with the present system for the rest of my career and on into my retirement. 

However, the issues raised and even the ideas contained in the Green Paper are not exceptional, and there is probably quite a lot of cross-party agreement. Also, everyone thinks the whole thing has been neglected for far too long, so doing something (almost anything) is quite a pressure on any government.

However, the fact that it’s been neglected for far too long probably suggests that it can be neglected or patched up a bit longer, until the problems really begin to bite ten or fifteen years from now. You can see the signs of this preparedness to leave it again in the way in which we are still debating the issue ten years after the Sutherland Report on long-term care. You can also see this in the wish to incorporate social security funding into local authority discretionary care. I suggested above this is the same manoeuvre that led to a loss of entitlement when the post-Griffiths community care system came in during the 1990s, 

It also suggests that it’s politically tougher to do something than professionals involved in the system might think. Service users and the public are clearer about what they want from healthcare, and healthcare professions have been better at specifying what works than social care. Part of the reason is that what works in social care is partly bound up in people’s personal values, cultural and social expectations which vary widely: agreement is hard to reach. Providing social care at all is much more debateable, for many people, than healthcare. You can see this in some of the press response to the Green Paper.
The commitment of the main political parties, it seems, is still to maintain free healthcare at the point of delivery, and to give priority to funding it, at a time that public finances are going to be under heavy pressure. The pressure over the next ten years will come from the cost of the present financial services crisis. Once this is out of the way, if we overcome it successfully, the pressure from massively increasing care needs will begin to kick in. The first baby boomers start getting to 75 in 2021, and the pressure goes higher over the following 15 years or so, without taking longer lives into account.
So while I think this Paper begins to grapple realistically with the issues, and builds in the assumption that we are going on professionally as we are with personalisation, we are a long way politically from bringing a comprehensive system of care for older people.

Older people who are dying, remember. Not dying as in palliative care, but at the end of life. How can we make the process of dying a more satisfactorily human one? This Paper fails to address how we do that, but it does begin to address the costs. And to make it clear that we are not really prepared to pay them. 
