The future of the care and support system: report of the RNIB seminar held in London on 22 July 2008

1. Introduction

1.1 In May 2008, the Government published The case for change: why England needs a new care and support system - a consultative document designed to stimulate discussion in order to inform the preparation of a Green Paper, to be published in 2009.

1.2 As the largest organisation of blind and partially sighted people in the UK, the Royal National Institute of Blind People (RNIB) was pleased to have the opportunity to respond to this consultation and at the time of writing (September 2008) our submission is in preparation. 

1.3 However, the issues raised in The case for change cover major matters of public policy, which we felt needed to be discussed in some depth in order to inform our response. We therefore convened a seminar involving RNIB Trustees, Assembly Members, staff and representatives of other organisations in the sight loss sector. We invited two guest speakers with expertise in the field of social care policy.

1.4 This report sets out the discussion and conclusions reached on the day. Fazilet Hadi (Group Director - Policy and Advocacy, at RNIB) and Professor Caroline Glendinning (of York University) provided their speaking notes. Coverage of other contributions is based on the notes taken by RNIB staff in the audience.

1.5 We hope that this record of our seminar will prove of interest, both to those who were there, and to those who were not but who share our desire to ensure that the perspectives of blind and partially sighted people are heard in this important debate.

2. Welcome by Lord Low of Dalston CBE, Chair of RNIB

2.1 Welcoming participants to the seminar, Lord Low described its origins in a meeting of RNIB's Policy and Advocacy Committee, when it had been realised that the complex and wide-ranging issues involved in the future finance of social care services would need in-depth consideration. RNIB has decided to include colleagues from sister organisations because it is clear from the scale and scope of the consultative document that we cannot confine our response to RNIB: we need to find allies. We have a fight on our hands, as the Government is engaged in nothing less than a rebalancing of who takes the strain of social care.

2.2 The welfare state was introduced to protect people that the prevailing economic system was not catering for. The Government makes no bones that it wants to rebalance this relationship and promote state withdrawal. We need to defend our position and a polite approach may not be enough!

2.3 Allies strengthen our voice. We do not want the poor and vulnerable to be pitted against the poor and vulnerable. We must do our damnedest not to be drawn into that and get into squabbles among ourselves - into disputes about how we divide the social care cake. We must, instead, challenge the priority allocated to social care: for example (and it's just an example) does the defence budget deserve the priority, relative to the social care budget, that it gets?

2.4 I spent yesterday in Parliament, listening to the Conservative Party congratulating the Government on adopting Conservative policies for welfare reform. The same thing could be about to happen with social care: but this is a consensus not in the best interests of blind and partially sighted people.

3. Overview of the Government's consultation

Fazilet Hadi, Group Director - Policy and Advocacy, RNIB

3.1 At last, social care has come to the centre stage of political debate. Unlike health, which politicians and the public are prepared to discuss endlessly, social care has been left in the wings. Our national mindsets about these two vital services are so very different. We believe in a Health Service with minimum entitlements, paid for through taxation and free at the point of delivery. For social care there is a very different approach: many citizens view social care as a service of last resort, politicians have tolerated and supported inconsistent services across local authority boundaries and a variety of charging regimes have been operated.

3.2 We should welcome the Government's consultation on social care funding and play a full and active part in influencing the debate. For RNIB, it is vital that any changes made to the scope, delivery and funding of social care result in improved outcomes for blind and partially sighted people. 

3.3 Over the past twenty years, the additional costs of disability have been acknowledged. Disability living allowance (DLA), attendance allowance (AA), disabled students' allowance and Access to Work have all contributed to meeting the additional costs of disability. These benefits have had a tremendous impact on our lives, enabling us to study, work and to meet some of the everyday costs of blindness or partial sight. As you know, we are currently seeking eligibility for working age blind people to the higher rate mobility component of DLA.

3.4 Over the past decade we have seen an amazing increase in the rights of disabled people. The Disability Discrimination Act 1995 made discrimination on the basis of disability unlawful and very importantly it also placed obligations on service providers and employers to make reasonable adjustments in respect of disabled consumers and employees. Other legislation has introduced rights in relation to broadcasting, education, transport and housing. A public sector duty to promote disability equality has also been introduced. To enforce the new rights framework the Disability Rights Commission was created and its role has now been subsumed into the Equality and Human Rights Commission.

3.5 These new legal rights have resulted in considerable change: audio announcements on the Tube, Braille bank statements, large print water bills, accessible websites and audio description on TV are some of the concrete aspects of rights legislation.

3.6 The UK Government has continued to grapple with inequalities caused by disability. In 2006 the document Improving the life chances of disabled people was published by the Cabinet Office and in 2008 the Independent Living Strategy, a five year plan for improving equality for disabled people, was published by the Office for Disability Issues.

3.7 Over the same decade, the picture in relation to social care in England is a much bleaker one. We have known for many years that social care services to blind and partially sighted people have been getting worse. We have seen local authorities cut specialist provision and the number of Rehabilitation Officers reduce. We have had eligibility criteria based on risk rather than supporting independence and being used to ration services severely. The Commission for Social Care Inspection report earlier this year showed a declining number of people accessing social care and those not being eligible for support being left out in the cold. Amongst this latter group are thousands of blind and partially sighted people who are not getting basic levels of rehabilitation, such as emotional support to adjust to sight loss, or mobility training. 

3.8 On a more positive note, we are seeing a shift in the Government's approach to the delivery of social care. Putting people first, an agreement between Central and Local Government published in December 2007, announced transitional funding for local authorities moving towards more personalised care through the allocation of individual budgets. Unfortunately, the social care eligibility criteria, if they remain as restrictive as they currently are, will prevent the majority of blind and partially sighted people from benefiting from this new person-centred approach. 

3.9 The consultation paper, The case for change, is designed to encourage debate in advance of a Green Paper in 2009. Whether or not this consultation results in legislation prior to a General Election, it provides us with an opportunity to shape and clarify the debate and our own position. 

3.10 In the consultation paper, the Government re-states its desire to ensure that disabled and older people have choice and control over their lives and the social care services they require. The challenge is set out as follows: there is an increasing older population with higher expectations requiring social care, Government has limited funds, so how should it prioritise statutory funding and what contribution, financial or otherwise, should people themselves and their families make? 

3.11 The big demographic shift is that of the population aging and living longer. Currently 1.2 million people receive social care, two thirds of whom are retired with physical or sensory disabilities.  The number of people requiring social care in 2028 will rise by 1.7 million, as there will be more older people with long term limiting conditions. At the same time the working age population paying tax will become a smaller proportion of the overall population. 

3.12 The consultation paper sets out three guiding principles: the need to promote independence, choice and control; the desire to support everyone but target funding at those most in need; and the affordability of any new system.

3.13 Social care encompasses the full range of support including help to do everyday tasks, help with personal care, help to participate in the community, help to recover after accident or illness and help to stay safe. 

3.14 The consultation does not contemplate any increase to taxation or even a bigger slice of the taxation cake going towards social care. It is estimated that £20 billion is spent on social care funding, 4% of Government spending.  A range of existing budgets are viewed as contributing to social care, including those spent on traditional social care services, independent living and supporting people in their homes.   

3.15 It is also suggested that additional cost benefits such as the DLA care component (DLAC) and AA could be used to increase the social care pot, but it is made clear existing claimants would not be affected.  Attendance allowance already costs £3.4 billion and, with an ageing population, this is set to increase.

3.16 It is recognised that current social care spending is too focused on residential care and that earlier intervention may support more cost effective and home-based forms of support. This shift will be made more possible by new technologies which enable better support and monitoring of disabled people in their own homes.

3.17 The consultation underlines the major role "informal care" already plays in supporting those in need and points to this being an essential part of the future care system. The 2001 census indicates that 5.2 million people are carers. The focus is very much on the family and how it can be supported: the role of the voluntary sector is not covered.  

3.18 The consultation floats the idea of having different systems for younger disabled people and those who become disabled when they are older. The former group may require different types of support and be less able to contribute financially to their own care. Older people, who as a group are increasingly wealthy, could be expected to plan for their own provision. It is acknowledged that not all older people are wealthy and that the poorest would need support: however, it is also recognised that means-testing can penalise those who have been more prudent.

3.19 Before we think about the balance of responsibilities, funding sources or processes, we must develop our own vision for social care. We must go back to basics - that is, our knowledge and experience about what blind and partially sighted people need to lead their lives to the full. For us, any future social care system must result in better outcomes for blind and partially sighted people. We need to identify types of blind and partially sighted people, so we can consider a future system from their vantage point.

3.20 I would suggest that we could start by thinking about the blind or partially sighted child, the person of working age who loses their sight and those over retirement age with sight loss. Sight loss affects these groups in very different ways and we need to make sure any system recognises this. We may also want to consider those being certified as blind or partially sighted as a particular group in transition, with specific needs. What do we think the social care system, however funded or organised, should deliver to blind and partially sighted people?  

3.21 The Government is very clear that the social care cake is not going to get bigger and that ways of prioritising the cake or supporting families to take more of the social care burden need to be found. Do we agree with this formulation? The past years have seen additional funding to health and education, so why is social care viewed so differently?

3.22 Whilst I have outlined a range of rights which have been given to disabled people over the last decade, the Government is reluctant to apply this philosophy to the social care arena. Should we be advocating a more rights-based model? If, due to cost, such a model is considered to be one step too far, then should we at least be asking for minimum social care entitlements across England? 

3.23 We know that blind and partially sighted people who receive support from families and friends are in a better position than the 45% who live on their own. Are there ways in which a social care system could better help families and friends to empower and support their loved ones?

3.24 For the 30,000 people each year being registered blind or partially sighted, the need for high quality and integrated health and social care support is essential if they are going to regain their confidence and self-esteem. For this group of people it is essential that health and social care come together jointly to commission services.

3.25 There is a range of local authority services which can play a part in supporting older and disabled people to live as part of the community: housing, education, information and advice provision, libraries, leisure and planning and highways, all have a part to play in creating an inclusive community for older and disabled people.

3.26 Voluntary organisations already play a very important role in enabling older and disabled people to live with dignity and have choice and control over their lives. The peer support provided through membership, interest and friendship groups is reinforcing and motivating. Information and advice, and specialist products and services, also enable people to improve their independence and quality of life. The role of volunteers in providing support is vital. 

3.27 The big questions for us in this consultation are these:

· What outcomes should a social care system deliver for blind and partially sighted people?

· What should be the nature of the social care system?

· Should there be one social care system or different systems?

· Should there be national consistency or local flexibility?

· Should the system be rights-based?

· How should the system be funded?

· What should be the balance of responsibilities?

· Should individuals contribute, over and above taxation, to funding their own care?

· What should be the role of families in providing care?

· What role should the voluntary sector play?

· Should additional cost benefits be retained?

3.28 Today's discussion can help us to answer these questions and make our views heard.

Discussion:

3.29 The following were among the contributions made from the audience:

3.30 For there to be genuine reform, the Health Service also needs to undergo substantial change. A new vision of care and support in this country needs to take account of the contribution a quality Health Service can make, not least in promoting health, keeping people well and preventing dependence.

3.31 It's right that we discuss the role of carers, but we mustn't underestimate the extent to which informal care props up the current system. Many carers now carry out multiple roles, and some are sandwiched between different generations, providing care for elderly parents as well as disabled children.

3.32 RNIB should emphasise the societal importance of a quality care and support system, stressing the ways in which care and support constitute "social goods". If investment in health is considered a national priority, social care should also be prioritised in this way.

4. The balance of responsibility for funding care

Dr. José-Luis Fernández, Personal Social Services Research Unit, London School of Economics

[Dr. Fernández is a renowned expert on the funding and operation of adult care services. He is currently analysing variability in local provision of social care services in England. This work is looking in particular at the interdependence between social care and health care systems. He is collaborating in the evaluation of the national Individual Budgets pilots, and until recently was part of the Wanless social care review team, which analysed future funding requirements for long-term care for older people in England].

4.1 Dr. Fernández believed that some of the questions posed in the debate about the future funding of social care are misleading. When discussing the future balance of responsibility for funding care, one needs to take careful account of what already happens. The question currently put forward for discussion gives rise to the idea that there is a "pot of money that comes from the state" that is somehow divorced from, or separate to, the funds individuals contribute through taxation.

4.2 The question he would rather pose at this stage is, "which individuals should be contributing to what kind of care, for whom?"

4.3 Unlike the NHS, which is a universal system, social care is means-tested. This inevitably leads to stigma, with numbers of people disinclined to engage with the social care system. Fewer people feel some sort of "claim" to the social care system than they do to the NHS. So we need to acknowledge at the outset that one of the problems that riddles our current care and support system is that it is a public service people don't always wish to "associate" with. Qualitatively, people report that they experience the social care system differently from the NHS, mainly because it isn't universal. They therefore form different attitudes towards social care than they do to the NHS.

4.4 Behavioural economics shows that individuals don't always act rationally, and this holds true when it comes to saving and preparing for the possibility of ill-health and disability. One would assume, given that social care costs are so high, that individuals would be keen to insure themselves against the risk of what are called "catastrophic costs". But this doesn't always follow.

4.5 Recognising that individuals are often "irrational actors" when it comes to decision-making about saving, one argument with respect to social care funding is that the state should provide a wide coverage of protection. In other words the argument is that individuals need guarantees that the state will provide a minimum level of protection because they are not equipped to deal with the potential costs of falling ill or becoming dependent.

4.6 However, this can lead to what is known as "moral hazard": the problem that people don't make individual arrangements for their own care and support needs because they mistakenly believe the state will cover all their costs.

4.7 It is already quite obvious that the debate on the future funding of social care is complex, and that there are no easy solutions.

4.8 The drivers for reform are well known. These include demographic change (more elderly people and fewer of working age); more people with disabilities; changes in household composition and in the future supply of informal carers; and rising expectations as the baby boomer cohorts reach retirement.

4.9 The Wanless Review had a few core objectives. They wanted to quantify the future levels of demand for social care and identify funding arrangements for those levels of care that were efficient and sustainable.

4.10 The team working on the Review understood that social care services are labour intensive and the unit costs in terms of social worker time and are very high. Their modelling of the future costs of social care had to take into account the likelihood that increases in expenditure would arise in part as a result of the escalating unit costs of labour.

4.11 At the moment, there are widespread misperceptions about what the state can contribute. Although the government can increasingly rely on older cohorts being able to draw on their own assets, the fact is that in the next 20 years, social care expenditure will have to increase just to keep the system "afloat".

4.12 The Review team concluded that the current system is badly designed, particularly as it disadvantages earners in the middle income bracket. It is built on few, if any, incentives for individuals to save and the tapers can cause a sense of unfairness and also lead to confusion about entitlements.

4.13 So, looking at alternative systems, including entitlement-based schemes and also the limited-liability approach the Conservatives were exploring, the Review team eventually favoured the so-called 'Partnership Model'. They rejected solutions based on private insurance (which doesn't really work anywhere in the world) and argued that the Partnership Model would incentivise individual saving. The system would help everyone with social care needs and would be funded through general taxation. It would be based on a minimum level of support universally made available to everyone with care needs, thus eliminating the means-tested element from the basic care package (although means-tested help with the service user's top-up would still feature). It is a system designed around "matching arrangements", meaning that if individuals add their own funds to the universal package of care made available to everyone, the state will make a matching contribution.

4.14 The system therefore has the following benefits: it addresses the problems currently faced by people in the middle income bracket, protecting rather than penalising them as a result of tapers and rules on assets. It is more sustainable than a system of free personal care and it also contains the insurance element that everybody is provided with care up to a benchmark level.

4.15 It is certainly more expensive than the current system and one weakness is that moving away from a means-tested approach could prove to the detriment of those on the lowest incomes.

4.16 There is also the danger that, politically speaking, it is going to be difficult to achieve consensus on how best to reform the care and support system, especially at a time of economic slowdown.

4.17 As regards disability benefits, we need to ask, "does it really make sense for social care users to receive direct payments (or individual budgets) and also be in receipt of attendance allowance or disability living allowance at the same time?" The evidence suggests that extra cost benefits such as AA and DLAC are poorly targeted.

4.18 On the other hand, the strengths of AA and DLAC are that they are rights-based, so reforming the system so that the monies from these benefits are diverted into direct funding for social care services would mean that discretion about who receives care would remain at local authority level.

4.19 Key questions:

· What are our objectives? What do we think an improved system would look like?

· Can we achieve a lasting consensus?

· Do we want national consistency or local variation?

· What would we agree as being a fair and effective balance of responsibility between collective funding (that which we call the "state") and that which comes privately from individuals?

· Should we concentrate more on lower needs or lower income? If we bring in help with gardening, housework, shopping and so on, the base of the pyramid of need is greatly broadened.

· If we say we're supportive of a more universal system, that is fine, but we need to make some difficult choices about whom we think should bear the cost. Money doesn't grow on trees!

Discussion:

4.20 The following were among the contributions made from the audience:

4.21 Responding to a question, Dr. Fernández confirmed that, under the Wanless proposals, social care users with high-level support needs would generally be protected, if what they required was above the benchmark level of care that the Partnership Model is built on.

4.22 However, he observed that there is a point where it is no longer economically feasible for the state to fund a person's care, leading to difficult decisions about stopping funding where additional units of social care don't yield greater outcomes in wellbeing.

4.23 There was some disagreement about whether the discussion regarding care should be represented in terms of "moral hazard". Dr. Fernández responded to participants' comments by reassuring them that, while any collective organisation of public services will be subject to a degree of "moral hazard", that is no reason not to have a tax-funded system.

4.24 Dr. Fernández confirmed that, under the Wanless model, the benefit system would give those on a low income access to the same "matching arrangements" available to others, via a means-tested contribution to their top-up payment.

4.25 In response to a participant's question as to whether people who elect not to work should be entitled to such a benefit payment, Dr. Fernández said that the system would need to include the right incentives.

4.26 A number of participants, including spokespersons from Guide Dogs and Action for Blind People, agreed that as a sector we need to be demanding and say in a united voice that "we need a bigger cake". There was a call for us to follow Baroness Campbell's lead and call for greater social care expenditure. The spokesperson from Action for Blind People said that the proportion of our GDP that goes on social care (one per cent) is "pitifully small".

4.27 One participant commented that to demand a bigger "cake" is a big strategic decision. It means understanding the size of the challenge ahead of us and the need to work with other organisations of disabled people. 

5. The different ways of allocating government funding

Professor Caroline Glendinning, Social Policy Research Unit (SPRU), University of York.

[Caroline Glendinning is Professor of Social Policy; a member of the Academy of Learned Societies in the Social Sciences; and Chair of the Social Policy Association. She is leader of the Community Care for Adults Team at York and heads SPRU's Dept. of Health-funded programme of work on social care outcomes].

5.1 The different ways of allocating government funding amount to a question of judgement. I will draw on the experiences of other countries to illustrate how they have addressed the question and the principles underpinning reforms to their systems.

5.2 Most research and writing is on funding care for older people.  Demographic change is the key factor driving both system reform and research and writing. Many recent reforms have been driven by problems with funding care for older people, but they don’t necessarily cover younger disabled people.

5.3 In France, political debate on this issue, from the mid-to-late1990s, focused on three main questions:

· Social insurance, or social assistance (for the poorest only)?

· Universal provision, or only for those unable to pay?

· What roles for national government, local authorities and social security funds? 

5.4 The year 2002 saw the creation of the Allocation Personnalisée à l’Autonomie (APA). This is a universal scheme, which removed the provision for recovery from inheritance.  

5.5 The APA is paid according to the level of dependency. A single assessment grid - Autonomie Gérontologique Groupe Iso Ressources (AGGIR) - distinguishes between six levels of dependency. The APA is paid according to the level of dependency.

5.6 This is a national scheme, implemented at local level. Benefit is paid to finance a specific care package, determined by team of professionals.

5.7 Those with incomes below a set amount don’t contribute at all. Those with incomes above this threshold make a co-payment.

5.8 In Germany, the social insurance system provides insurance for health, retirement pensions, unemployment and accidents.  

Political debate since the late 1980s has focused on pressure on health insurance and on local social assistance funds. There was concern that people had to ‘spend down’ all assets to become eligible for social assistance, which was seen as incompatible with the concept of citizenship.

5.9 The Long-Term Care Insurance (LTCI) scheme in Germany, introduced in 1994:

· is funded by contributions from all workers, employers and government;

· has three levels of ‘care dependency’ (the amount of care you need);

· allows choice between cash or services (the cash option is worth less but is more popular).

5.10 There are some problems, especially with dementia, but relatively small variations in application rates and decision-making across the country.

5.11 Japan introduced LTCI for older people in 2000.

5.12 This aimed among other things to:

· socialise care: the state assumes a substantial proportion of responsibility for care of older people - those aged 40+ and suffering from an ageing-type disability (for example, early Alzheimer’s) and everyone aged 65+ are eligible;

· share costs: older people (aged 40+) contribute via insurance premiums and co-payments;

· integrate social and some medical services.

5.13 Eligibility is based on an objective test of “Activities of Daily Living”: an 85-item questionnaire, then an algorithm to determine the level of care needs. Fairness is a key issue: under the previous arrangements, local government officials (often untrained) had decided eligibility. This was seen as subjective, arbitrary and unfair.

5.14 An independent committee can review results; and appeals are possible.

5.15 There has been a widespread debate on whether to offer benefits as cash payments or as services. It was decided to offer services (residential care; home help and home nurses; bathing; respite care; and equipment).

5.16 Everyone contributes a 10% co-payment.

5.17 Key issues to highlight in relation to the above national pictures are:

· universal schemes are available to everyone, regardless of income, although income tests can determine levels of co-payments;

· with national schemes, what you get doesn’t vary according to where you live, although they may be implemented by local government;

· provision can apply to younger as well as older people, avoiding age discrimination;

· there can be similarities to AA and DLA processes, but these can be used to award entitlement to a specified level of services: they don’t need to be awarded in the form of cash payments;

· provision for carers is central to many debates: there tends to be no separation of policy discussions on disability, independent living, older people and carers.

5.18 Carers need support: they are not just a “free good”. Failure to support carers has public expenditure implications and costs - poor health; loss of tax contributions if unable to work; and increased reliance on means-tested benefits before and after retirement.

5.19 Carers’ needs include:

· services to relieve them of work (including personal care if they don’t want to do it) - not just breaks;

· support for employment: services to enable carers to work;

· workplace-based policies (including rights to flexible working);

· financial compensation for lost and foregone earnings (and loss of pension);

· compensation for the costs of caring (lack of time; providing an older person with a better standard of living; transport to visit).  

Discussion:

The following were among the contributions made from the audience:

5.20 The experiences of other countries underline how the same issues manifest themselves in different national contexts and cultural and organisational settings.

5.21 We should press for early intervention. It saves money and has better outcomes.

5.22 Should resources for prevention be ring-fenced, so as not to be diverted to the high-need end of provision?

5.23 AA and DLAC have a preventative role. Blind and partially sighted people could lose out badly if they are redirected to the "care pot".

5.24 The criteria for AA and DLAC should be extended, to include for example the need for sighted assistance with cleaning and other household tasks.

5.25 The introduction of a centralised funding stream for care services, delivered by a central government department - rather than through local authorities - remains a possibility.

5.26 A number of countries are moving increasingly towards cash alternatives to services. This is a very welcome development for many disabled people, but the problems around individual budgets and direct payments also need to be recognised. There can be disagreements around spending between service users and family carers; and paid carers' qualifications and skills can be an issue.

5.27 Individual budgets and direct payments should also be adequate to permit real independence - we do not want people to be confined to their homes through lack of resources.

5.28 Individual budgets can entail direct provision of services, direct payments to the service user, or a combination of the two.

5.29 We should remember that we are talking about support through rehabilitation as well as care.

5.30 We need to concentrate in the third sector on developing products and services which people can buy in the market.

5.31 We should remember that high quality residential care also has a role: we can't assume that care in someone's own home is the best option in every case.

5.32 Communication, information, advice and advocacy are key issues: people need to be aware of what is available and how it can be accessed.

6. Agreeing next steps

Fazilet Hadi, Group Director - Policy and Advocacy, RNIB

6.1 Today has been very valuable in helping to shape our thinking on the Government's consultation on the future of the social care and support system.

6.2 There have been five emerging themes:

· It is unfortunate how limited the scope of the consultation seems to be. It isn't asking the question - should we all contribute to care? We should argue that we (society) should be funding the care and support that people need.

· We cannot see why there needs to be local flexibility to such an extent that in neighbouring authorities, people with similar needs get very different levels of support.

· Different people have different levels of need. Surely, we can design a social care system across England which produces the range of provision required, including prevention to reduce the need for high-level long term social care.

· People should be given a choice between cash, services and equipment. And AA and DLA are really valuable: they should be seen as part of the preventative agenda and not dissolved into social care funding. 

· The current consultation is not sufficiently joined-up. It needs to link better to the NHS and the voluntary sector.

6.3 We shall now take away today's ideas and feed them into our submission to the Government's consultation, which we shall share with other organisations in the disability field. As Lord Low said in his introduction, we must work together to campaign for a better future for the people whom we represent.

Glossary of abbreviations

AA

Attendance allowance

APA

Allocation Personnalisée à l’Autonomie

CSCI

Commission for Social Care Inspection

DLA

Disability living allowance

DLAC
Disability living allowance (care component)

LTCI

Long-term care insurance

RNIB

Royal National Institute of Blind People
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