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Ministerial Foreword

The way we live is changing. Our society is becapmore diverse and the shape and
structure of our families more varied. Many peapith complex needs, who, in the past may
have lived in institutional settings, now choosedmain in their communities, in their own
homes, with the support of family and friends. Thear and consistent message from this
inspection and other work undertaken by my Depantrigethat family and friends willingly
undertake this caring role. However, they wardegd need, to be supported to continue in
their role of caring for as long as it is approfgiand safe for them to do so.

So how do we ensure that carers get the suppgrnted? Well, carers have a deep
knowledge of what works both for them and the petbey care for. While there can be
tensions in this relationship, the expertise oecaneeds to be harnessed more effectively
whether this is in the formulation of individualregolans or in the planning and review of
services at a strategic level. Carers have torbegoore central to the business of health and
social care. They have to be true partners ircdimemissioning, planning, delivery and

review of services designed to support the carohg and in relation to the people they care
for. If this is to happen in a meaningful way,jtesurely must:

we have to listen to carers to find out their needs

we must continue to promote Carer's AssessmenDamrdt Payments to encourage
people to shape their own services and supportreos# of their loved ones; and

we have to work with carers at all levels to depalmovative practice and services to
meet their needs.

This report and its associated standards will thke place alongside other initiatives
promoted by my Department to provide a comprehensamework so that, in partnership
with carers, we can continue to develop servicatdte flexible, responsive and of the
highest possible quality.

Finally, with members of the inspection team | wistextend my thanks to all of the
individuals in Boards, Trusts and voluntary seetgencies for their willingness, co-operation
and support throughout the inspection process;iarghrticular, to the many carers and cared
for persons who shared generously of their tinwjet and personal experiences.

Michael McGimpsey
Minister of Health Social Services and Public Safet
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GLOSSARY OF TERMS

Assessment

Care management

Care manager

Carers’ Co-ordinator

Care package

Care plan

Care planning

Care worker

Carers

Main carer

Case worker

a process whereby the needs of an individual anmtifted and
their impact on daily living and quality of life esvaluated.

a process whereby an individual's needs are astessk
evaluated, eligibility for service is determinedre plans are
drafted and implemented, and needs are monitorgd an
reassessed.

a practitioner who, as part of their role, undestakare
management.

an individual appointed to raise awareness abagetgassues,
establish and support carers’ networks and famliiaks
between carers, carer organisations and Trusts.

a combination of services designed to meet a persesessed
needs.

the outcome of an assessment. A description of ama
individual needs and how these needs will be met.

a process based on an assessment of an indivichegtsthat
involves ascertaining the level and type of suppeguired to
meet those needs, and the objectives and potentiedmes
that can be achieved.

is a person who is paid to deliver care to an iildial.

people who, without payment, provide help and supjoa
family member or friend who may not be able to nggnat
home without this help because of frailty, illnesdisability.

carers can be adults caring for other adults,mamaring for
ill or disabled children or young people under Igoveare for
another family member. It excludes paid care wwleend
volunteers from voluntary organisations.

the individual who, without payment, takes primary
responsibility for providing help and support tperson who
may not be able to manage at home without this Ibetause
of frailty, illness or disability.

the individual who is usually identified by the Btuo co-
ordinate the assessment of need and/or delivesgrofces



Direct Payments

Domiciliary/home care

Hospital discharge

Normal hours

Out-of-hours

Person-centred
assessment

Respite care

Review

Screening

Service user

Sitting service

Specialist assessment

money paid by Trusts that allows individuals taaage for
themselves the social care services required ta tiheie needs
as assessed.

the range of services put in place to support aquein their
own home.

the process of leaving hospital after admissioaram-patient.

services provided during office hours or the normatking
day, usually 9:00am to 5:00pm; Monday to Friday.

services provided outside of the normal working, day not
including night sitting services, live-in or 24-hragervices.

an assessment, which places the individual ateh&e of the
process and which responds flexibly and sensititeelyis/her
needs.

temporary residential, nursing or social accommodat
provided to an ill or disabled person to allow eseca break
from caring. Respite care may also be deliveretiencared
for person’s own home.

a planned procedure to determine whether or nat¢héces
supplied continue to meet the needs of the indalidu

examining a referral to determine the level of assent that
is required.

a person who is receiving or is eligible to recedveial care
services. They may be individuals staying in tlogn homes,
living in residential care or nursing homes, omigecared for
in hospital.

a service, which provides someone to sit with aqeto allow
the carer to take a break.

an assessment undertaken by a clinician or otloéegsional
who specialises in a branch of medicine or carestrgke,
cardiac care, bereavement counselling.



GLOSSARY OF ABBREVIATED REFERENCES

The following abbreviations are used in the graging tables used in this report.

AD - Armagh and Dungannon Health and Social Service$SjH®Bust
C - Causeway HSS Trust

CB - Craigavon and Banbridge HSS Trust

DL - Down Lisburn HSS Trust

F - Foyle HSS Trust

H - Homefirst HSS Trust

NM - Newry and Mourne HSS Trust

NWB - North and West Belfast HSS Trust

SEB - South and East Belfast HSS Trust

SL - Sperrin Lakeland HSS Trust

U - Ulster Community and Hospitals HSS Trust
ANI - Advice Northern Ireland
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1.2

1.3

1.4

INTRODUCTION AND SUMMARY OF KEY FINDING

This overview report presents the main findiofyan inspection of social care support
services for carers of older people in Northertaltd. The inspection was undertaken
by the Social Services Inspectorate (SSI) of thpdbtenent of Health, Social Services
and Public Safety (DHSSPS) in 4 Health and So@aViSes Trusts (Trusts) and their
commissioning Health and Social Services Boards@®). This report, its
recommendations and the associated draft standesdgle a framework for the

future provision of flexible, high quality sociahie services for carers of older people.
They also provide the basis for self-audit by pdevs of services. The findings of the
inspection will:

contribute to the development of social care sesvior carers of older people;

contribute to enhancing professional practice, rgameent and monitoring
arrangements; and

further inform policy development.
Legislative and Policy Background

In 1990, DHSSPS published its community catepdocumentPeople First:
Community Care in Northern Ireland in the 1990sdple First)* which established
the core principles for community care policy. Tgadicy included six central
objectives, one of which was “to ensure that serpioviders make practical support
for carers a high priority” People Firstremains at the heart of community care policy
with its focus on responding to the wishes of imdlinals to lead independent lives in
the community, with appropriate support from heaitidl personal social services for
both service users and carers. This support stopilchise choice, promote
independence and ensure fairness and equity.

In October 2000, the then Minister for HeaBbcial Services and Public Safety
commissioned a strategy for carers in Northerrairé! An extensive period of
consultation with carers and their representatigaisations followed and in May
2002 the outcome of this consultation was reparié¢aluing Carers, Proposals for a
Strategy for Carers in Northern IrelarfdValuing Carersontained 19 key
recommendations for the development of practicppett for carers all of which were
accepted by the Minister at that time.

Valuing Carers set out to identify the needs of carers, to idgainy unmet need, to
gather information about policies, practices amndises that affect carers and to set
out an integrated strategy for future actidhconsidered that “the most important and
far reaching improvements in the lives of caren$ lva brought about by changes in
the way statutory agencies and other bodies vieltr@at carers”. The fundamental
conclusion was that carers “should be recognisdegwagpartners in the provision of
care”. While many of the recommendations containedaluing Carerswere
considered possible without incurring significaosts, it was nevertheless recognised
“that it is vital to invest in improving services support carers”.

! People First can be accessed at: http://www.dhsgps.uk/people-first.pdf
2 Valuing Carers can be accessed at: http://wwwiitmssjov.uk/valuing_carers.pdf
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1.6

1.7

1.8

1.9

The Carers (Recognition and Services) Act Fo®Bich came into force on

1 April 1996, gave carers in Great Britain a right,request (at the time the person
they care for is assessed for community care ss)jitco an assessment of their ability
to care and to continue caring. Although that didtnot extend to Northern Ireland,
Boards and Trusts were required, by DHSSPS, fréxpril 1996 to assess the needs
of carers here, if so requested.

Subsequently, the Carers and Direct PaymerttéNacthern Ireland) 200placed a
requirement on Trusts to inform carers of theihtitp a separate assessment of their
needs and places an obligation on Trusts to identify amgrovide information to
carers. The 2002 Act also makes it possible fogrsao receive services in their own
right and allows them to be considered for receffirect Paymenfsas an

alternative to direct service provision.

From April 2003, a statutory duty of qualitysvanposed on Boards and Trusts by the
Health and Social Services (Quality, Improvememt Regulation) (Northern Ireland)
Order 2003. Quality assurance is being implemented througteitablishment of
care standards, standards to support clinical acidlscare governance and risk
management systems that have implications for thatoring and audit of all health
and social care services, including services tpstarers.

In January 2006, DHSSPS published its Straftmg@arersCaring for Carers:
Recognising, Valuing and Supporting the Caring Bolkhe strategy seeks to address
all of the recommendations set out ialiing Carersand highlights the need to
provide the support that carers waard need, to allow them to continue caring. It
points out that carers reduce the amount of irfpattBoards, Trusts and other
Agencies need to make. It is essential therefuaka climate is fostered which allows
carers to continue in their role for as long aytwesh and are able to do so, without
jeopardising their own health and wellbeing, finahsecurity, or reducing their
expectation of a reasonable quality of life.

Central tacCaring for Carersis the recognition that carers should be enaldedake
more choices for themselves and have more contmltbeir own lives. The Strategy
contains a number of recommendations and alsogee\a framework for support
services for carers which includes promoting caasrpartners in the assessment of
need and the provision of care; the review of sesjiand in the creation a range of
appropriate, person-centred support services.

% The Carers (Recognition and Services) Act 1995beaaccessed at:
http://www.opsi.gov.uk/acts/acts1995/ukpga_19950@h2 1.htm

* The Carers and Direct Payments Act (Northern h@J2002 can be accessed at:
http://www.opsi.gov.uk/legislation/northernirelaadis/acts2002/20020006.htm

® Information about carers’ issues, including Carérssessment can be accessed through:
http://www.dhsspsni.gov.uk/index/hss/ec-commungyedec-carers.htm

® Information and Guidance about Direct Payments hmaccessed through:
http://www.dhsspsni.gov.uk/index/hss/ec-commundyeddirectpayments-about.htm

" The 2003 Order can be accessed at http://wwwgmpsiik/si/si2003/20030431.htm

8 Caring for Carers can be accessed at: http://wwastini.gov.uk/ec-dhssps-caring-for-carers.pdf
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Aim and Scope of the Inspection

The aim of the inspection was to assess ttemeto which social care services for
carers of older people meet their needs and cowiptythe policy objectives of
People Firstthe recommendations dRluing Carersand the requirements of the
Carers and Direct Payments Act (Northern Irelarif)22in relation to a carer’s right
to a separate assessment of his/her needs, arakeoretommendations as
appropriate.

There are three dimensions to the interatt&ween social care services and carers.
These are:

(@)
(b)

(©)

as persons in receipt of services designedgpast them in their caring role;

as key persons to be consulted in relatiohéaoeeds of the cared for person
and how services are designed and delivered to tinest needs; and

as recipients of social care services in tbein right.

The inspection focused on the first two of theiseethsions.

1.12 The main objectives of the inspection were to:

establish the type, range and volume of curreniaboare support services for
carers of older people;

consider the structure, organisation and manageaieicial care support
services for carers of older people in relatioagsuring quality and managing
the performance of these services;

determine the extent to which Boards and Trustsamgplying with the
requirements oPeople First the Carers and Direct Payment Act (Northern
Ireland) 2002, in relation to the carer’s rightttgeparate assessment of his/her
need, and the recommendationd/afuing Carersn respect of social care
support services for carers of older people;

consider how carers of older people are involvedecisions about the
provision of services, individually and collectiyednd examining how services
are organised and delivered;

consider the resources currently allocated toahea of work and identify any
areas of unmet need; and

identify and promote good practice.

1.13 Data was collected from all 11 Trusts prowdsocial care services; 4 Trusts were
visited as follows:



Down Lisburn Trust - Eastern Health and Social Bes/Board (EHSSB),

May/June 2005;

Sperrin Lakeland Trust - Western Health And So8etvices Board

(WHSSB) September 2005;

Craigavon and Banbridge Trust - Southern HealthSoalal Services Board

(SHSSB)! November 2005; and

Homefirst Community Trust - Northern Health and i&b&ervices Board

(NHSSB)* March 2006.

All Boards and Trusts received verbal feedbackatend of each inspection.
Subsequently, individual reports were provided aciibn plans sought from Trusts
and Boards in response to the recommendations.in@ihedual inspection reports
and associated action plans can be accessed BMH®8PS websit&®

Change in Trusts

1.14 On 1 April 2007, the structure for Health &atial Services in Northern Ireland
changed. There are now 5 fully integrated Heatth &ocial Care (HSC) Trusts. The
table below identifies the new HSC Trusts and tl&SH rusts providing social care

services they replace:

Belfast HSC Trust

Northern HSC Trust

Southern HSC Tru¢t

South Eastern HSC Trdét

Western HSC Trudt

North and West Belfast HSS Trust; and
South and East Belfast HSS Trust.

Causeway HSS Trust; and
Homefirst HSS Trust.

Armagh and Dungannon HSS Trust;
Craigavon and Banbridge HSS Trust; and
Newry and Mourne HSS Trust.

Down Lisburn HSS Trust; and
Ulster Community and Hospitals HSS
Trust.

Foyle HSS Trust; and
Sperrin Lakeland HSS Trust.

® Information about the EHSSB can be accessedtpt{/tmww.ehssb.n-i.nhs.uk/

1% Information about the WHSSB can be accessed tat/mww.whssb.n-i.nhs.uk/

1 Information about the SHSSB can be accessedtpt/tiww.shssb.org/

12 |nformation about the NHSSB can be accessedtat/nhssb.n-i.nhs.uk/

3 The DHSSPS website can be accessed at: http:/évespsni.gov.uk/index/ssi/ssi.publications.htm
% Information about the Belfast Trust can be acakssehttp://www.belfasttrust.hscni.net/

13 |nformation about the Northern Trust can be asss: http://www.northerntrust.hscni.net/

18 |nformation about the Southern Trust can be aetkas http://www.southerntrust.hscni.net/

7 Information about the South Eastern Trust candeessed at: http://southeasterntrust.hscni.net/

'8 Information about the Western Trust can be acdesseénttp://www.westerntrust.hscni.net/
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Inspection Methodology and Draft Standards

The inspection team comprised an Inspectionadar, a Social Services Inspector, a
Project Manager, a Sessional Inspector and a Lag$ser with input from a
statistician, as necessary.

The methodology included:
development of and consultation on draft standandsassociated criteria;

completion and publication of a literature reviewrelation to social care
support for carerd?

completion and publication of an analysis of cdrexperience of services:;

an introductory briefing on the inspection to theaBls and selected Trusts and
independent sector organisations;

the completion of a questionnaire by Boards anelcsedl Trusts relating to the
social care services for older people in relatmthe 6 standards;

the completion of a questionnaire by all 11 Trustelation to consultation with
carers, needs assessment, carer support and gameson ;

fieldwork involving a number of semi-structured imidual and group

interviews with carers, cared for persons, staff practitioners at all levels in
the organisations, observation visits to facilitie®etings with service users,
carers and staff groups and meetings with volurdacyor service providers and
their representatives; and

receiving feedback from Boards and Trusts on tlaft dtandards and associated
criteria used in the inspection.

The inspection brief and methodology are set omane detail in Appendix 1.

The draft Standards and associated criteeid unsthe inspection were developed with
the assistance of an Inspection Reference Grouguarjdcted to extensive
consultation with carers and carers’ organisatiogiesentatives from DHSSPS,
Boards and Trusts, providers of social care sesyigpmfessional groups, academic
interests and the wider voluntary and communityasecThe draft standards and
associated criteria are included in Appendix 2. Vthe standards developed for this
inspection focus on carers of older people; thdiylvei relevant to other carers who
use social care services.

% The literature review can be accessed at: httpmhdhsspsni.gov.uk
?® The Report of the Survey of Carers of Older PeapNorthern Ireland, DHSSPS May 2006 can be acdesse
at: http://www.dhsspsni.gov.uk/index/stats_reseatats-cib/stats-cib_pubs.htm
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1.19

1.20

1.21

1.22

1.23

Summary of Key Findings

There is a considerable range of good worksampgort for carers throughout Trusts.
It is clear that staff are committed and dedicaldtey show sensitivity to carers’
needs and there are many instances of innovativie baih at practitioner and
management levels.

There are many innovative services, such as:
emergency access to day care support;
specialist multi-disciplinary teams;

flexible and timely use of residential beds whigtbme available at short
notice;

rural response teams to support particularly isoladividuals; and
Saturday drop-in provision.

There was ample evidence of social workensgoleoth supportive and innovative in
how they responded to the wide variety of needsotii carers and cared for people.

There is, apparent, uncertainty and confusbmut services designed to support carers
in the caring role and services for cared for peopWVhile such services are not
mutually exclusive, the rationale for and focusefvice delivery needs to be more
clearly delineated. Often, respite from the cariolg afforded by, for example,
attendance at a day care centre only freed the wadeal with a different aspect of

the caring role rather than have time for themselvEhere must be a stronger
recognition of the need for carers to receive sewio support them in their caring
rather than merely assuming that services for éineccfor person are all the support
that a carer requires.

In 1 Trust, however, there was evidence adrsabeing offered support in their own
right through access to complementary therapidss i€ commended as an example
of a proactive approach to supporting carers.

Generally Trusts were good at engaging carersamplénning, provision and review

of services for cared for peoplélowever, when it came to a separate assessment of
the needs of carers, the picture was variable.relivas an assumption that engaging
the carer in the design of the cared for persoare package was tantamount to
meeting the carer’s own needBhere was evidence of reluctance on the part oétTru
staff to undertake separate assessments of the néedrers and a lack of consistency
in the offering and completion of these assessments

Where it occurred, there was evidence of gwadtice in the completion of the
Carer’'s Assessment and both carers and staff iedaleported benefits, even if the
outcome of the assessment did not necessarilytdéethed provision of or an increase
in provision of services. For a number of carths,process of assessment provided
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1.25

1.26

1.27

1.28

an opportunity for consideration of their needpasately from the needs of the cared
for person.

There is considerable variation in terms oésbeing offered a separate assessment
of their need across Northern Ireland. For careceontact with Trusts, the offer of a
separate assessment ranged from 81% (Down Lislbrust)To 11% (Ulster

Community and Hospitals Trust); the Northern Ireldmust average being 40%. In
this context, inspectors noted that Down Lisburs ingplace a strong Carers’ Steering
Group to support the work of its Carer’'s Co-ordamat

Reasons given for the failure to offer a sefgaCarer's Assessment included that it
could raise unrealistic expectation; that the pssagas not “user friendly”; and that
the carer’s needs are considered as part of tlessment of the cared for person’s
needs (see also paras 4.1 to 4.8). Some carecatiedl that they did not know that
Trusts provided services, did not think servicesildelp and for some, contact with
Social Services was perceived as either a stignas arstatutory agency monitoring
their capability as a carer (see also paras 5.531i).

Trust staff need to recognise that partioguatn the process of assessment is in itself
a valuable emotional support for carers. For exanipcarer described the process as
“time for me”, which allowed her to talk about Hears, worries and needs. Similar
sentiments were repeated by a number of otherscdtging the inspection process.
Such assessment also ensures the identificationroét need which is central to
informing the planning process. Consequentlyf stafst actively promote the

benefits of Carer's Assessment, both as a mechanisespond to the individual

needs of carers and, to ensure that the plannstgrayis properly informed.

There are many examples of innovative praetnceapproaches; 2 key features of
these are:

the take up of Direct Payments; and/or

the development of community-based support serwidesh support carers in
their own communities.

However, both these areas need to be further deeelwithin and between Trusts.
This report identifies a number of good practicaraples across the region. Trusts
should seek to work collaboratively to ensure cstesit roll out of this good practice
across Northern Ireland.

A number of Trusts are developing local comitytimased services in partnership
with community and voluntary groups. These inclideheon clubs, drop-in
facilities and community organisations which offerange of club and information-
sharing activities. These are a valuable resowtgeh, inspectors were informed,
provided support for both carers and cared for [geogowever, the spread of such
community-based provision was uneven within angvbeh Trusts. Consequently,
there is a need for Trusts to further develop comtgtbased approaches to meet the
needs of carers.



1.29 All 4 Boards and the 4 Trusts inspected hadmanisms for consulting with and
engaging carers in the planning and review of sessi A number of Boards and
Trusts had created service user panels throughietyaf processes. These included
contacting individuals on a random basis usingelketoral register or General
Practitioner (GP) registration lists. From thigles consultation list, individuals were
asked if they were either carers or interestecmercissues. Those who identified
themselves as such then formed a core group fauttation on carer-related issues.
However, the impact of these mechanisms on serfacesarers was unclear.

1.30 Inspectors were concerned that informatiotherrange of services and how to access
them was not always made available and that, inynrestances, some Trust staff
were not routinely making referrals to carer suppoganisations. Consequently,
these staff appeared to be making decisions fersabout the range of services to
which they had access. There is a danger thattime of increased demand for
services, access to valuable forms of support, stimich are funded by the Trusts,
was being unnecessarily curtailed. More work isdeel to ensure that accurate up-to-
date information is readily available and that Tataff promote access to alternative
forms of support for carers. In this context, dimy on partnerships with the
voluntary and community sectors is a central papromoting, developing and
maintaining social care support services whiclefigb the voice of carers and reflect
their needs.

1.31 All 4 Trusts inspected had arrangementsanelivith regard to Carers’ Co-ordinators.
In 2 Trusts, the Carers’ Co-ordinators were empldyg the Trust; in the other 2
Trusts, the Carers’ Co-ordination role was con&ddb the voluntary sector. In the
former there was evidence that the focus of work araTrust personnel to make
them more aware of and responsive to the needsrefsc In the latter, the focus was
more on carer group infrastructure, championingrsrights and as a conduit of
information to the Trust.

1.32 It was clear that where there was limited acinbetween Trust staff and carers
support workers undertaking the Carers’ Co-ordinedte where the latter were not
employees of the Trust. Consequently, the levelgdreness among Trust staff of
external support services for carers was loweraavaleness of carer-specific issues
was less focused than where such contact was regjudamonitored.

1.33 A key structure for the successful developmentanérs’ support was a Carers’
Steering Group with appropriate membership fronhiwithe Trust. Where steering
groups existed and had membership from senior negnegt in the Trust from across
all Programmes of Care, carers’ issues were higheirust agenda. Consequently,
there was a greater focus on developing service®acouragement of staff to liaise
closely with the Carers’ Co-ordinator and otherigieasted carer support staff. This
resulted in higher levels of appropriate refertalsarer support groups and resulting
services and support provided. Trusts where sem&ragement team support was
apparent and built around the Carers’ Co-ordinptsit(s) proved most effective at
championing carers’ issues.

1.34 While there is evidence of much good work, enmeeds to be don€aring for
Carersprovides the strategic context for this work whatbng with the
recommendations in this report and its associatetards provide a framework for



action. The recommendations for Boards and Tmsige throughout this report are
brought together for ease of reference in Chapter 9
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2.2

2.3

2.4

2.5

TRUST QUESTIONNAIRES — THE KEY FINDINGS

All 11 Trusts providing social care servicempteted questionnaires which were
designed to gather key data on a range of acswtiéhin Trusts largely based around
the 6 draft standards which were used in the ingpeAppendix 3). Analysis of
these questionnaires was used to gain an ovenfiseraices and support to carers of
older people. Additionally, the questionnairesireéd from the 4 Trusts visited were
used to inform the inspection team in preparatarefch fieldwork inspection. The
paragraphs following summarise key findings froirilal Trust questionnaires in
relation to consultation with carers and suppoo/fated to carers.

Consultation with Carers

All 11 Trusts did have some form of direct @mttwith carers ranging from formal
contact through structured processes to informadaz on both a face-to-face and
telephone basis. One Trust has established &fispeéarers’ Forum while a further 3
Trusts indicated that they were in the processoaigiso. The most common way in
which carers are consulted is through local cagnaips. All Trusts indicated that
they consider Carer’'s Assessment as a means afrsgcarer involvement in the
planning, commissioning and review process bothaindividual and the strategic
level. However, the limited promotion of Carer'ssessment identified in the
fieldwork for the inspection and in the carer’s sii@naires, combined with
incomplete identification of unmet need, suggeat this is not an effective
mechanism to secure meaningful carer involvemetitarplanning, commissioning
and review process at a strategic level

Three Trusts indicated that carers were reptedeon Local Health and Social Care
Groups (LHSCGs). This was viewed by them as aafansuring feedback and
providing consultation on services.

Valuing Carersrecommended the identification of a Carers’ Caratbr in each
Trust who would provide a focal point for promotiogrers’ issues. All Trusts have
addressed this recommendation in different waylsusts have a Carers’ Co-
ordinator who is a Trust employee; while 4 Trusasehvested the function in Carer
Support Workers who are based in voluntary orgéioisa. Under the latter
arrangements, 1 Trust commissioned a number oicesrirom its local Carers’
Associations, while another commissioned the serfrem a local voluntary group.
One Board commissioned Carers NI to provide this iothe 2 community Trusts in
its area. A number of Trusts indicated that thee€& Co-ordinator role was a key
conduit for consultation. Arrangements to provaahel support Carers’ Co-ordinators
are discussed more fully in para 5.20 to 5.24.

Only 3 of the 11 Trusts had a written policy $pecifically promoting carer
involvement in the planning, commissioning and eavdf services. The other Trusts
had a number of different initiatives and actiampliace which helped contribute to
general service user involvement in the planninegamissioning and review process.
Four Trusts indicated that they actively involveera in the identification and the
monitoring of need. These Trusts had directly eygdl Carers’ Co-ordinators who
are considered central to this role.
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Carers’ Support Organisations

2.6  All 11 Trusts have links and contact with loaatl regional organisations which
provide services and/or support to carers. THevahg table shows the organisations
most frequently identified by Trusts.

Organisation Number of Trusts

Alzheimer’s Societ§ 7

Age Concern Nt 5

Local Carers’ Groups 5

Belfast Carers’ Centfé 4

Carers N{* 4

Crossroads Caring for Caréts 3
3
3

Extra Caré®

Northern Ireland Chest, Heart and Stroke
Association’

Senior Citizens’ Groups 3

2.7  Other organisations identified by either 1 dir@sts include:
Cruse Bereavement Cafe;
the Praxis Care Grouf;
Rethink?®
the Parkinson’s Disease Sociéhand
Arthritis Care®

2.8  Contact with the Alzheimer’'s Society and AgenCern NI related primarily to issues
impacting on service users rather than promotirgifip support for carers.

2.9  Significantly, carers’ support organisationshbat local and regional level did not
feature as strongly as might have been expectbdreTwas limited identification of
these organisations by Trusts as key partners.

2! Information about the Alzheimer’s Society can beessed at: http://www.alzheimers.org.uk/index.htm
?2 Information about Age Concern NI can be accessdutta://www.ageconcernni.org

23 Information about Belfast Carers’ Centre can beeased at: http://www.carerscentre.org

24 |nformation about Carers NI can be accessed igt/fiww.carersni.org/Home

%5 Information about Crossroads Caring for Carershmaccessed at: http://www.nocn.org.uk/

% Information about Extra Care can be accessedtpt{/tww.extra-care.org/

" Information about the Northern Ireland Chest, Haad Stroke Association can be accessed at:
http://nichsa.com/html/

%8 Information about Cruse Bereavement Care can besaed at: http://www.crusebereavementcare.org.uk/
2 Information about the Praxis Care Group can bess=d at: http://praxiscaregroup.org.uk/index.cfm
% Information about Rethink can be accessed atviatip.rethink.org/

%! Information about the Parkinson’s Disease Sodatybe accessed at: http:/parkinsons.org.uk/dedapk
%2 |nformation about Arthritis Care can be accesdebtp://arthritiscare.org.uk/Home
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2.10

2.11

2.12

2.13

Contact with carers’ organisations regardirgglanning, commissioning and review
of services is variable across the region as gdbeow. Five Trusts identified that
they had monthly contact with a further 2 Trustdi¢ating that they had contact every
quarter. Two Trusts only had contact on a bi-ahbasis while a further 2 Trusts had
less frequent contact.

Frequency of Contact Number of Trusts
Monthly 5
Quarterly 2
Bi-Annual 2
Infrequent 2

Training for Carers

There was limited evidence of training forezarto facilitate their participation in the
processes of planning, commissioning and revieseofices. Such training that is
provided tends to reflect practical carer tasks@rdr group development skills. This
included:

moving and handling;

assertiveness; and

committee skills.
Three Trusts indicated that they did not mevany training for carers. One Trust
gave no detail on this while another 2 Trusts iatiid that this work was at the
planning stage.
Given the variable nature of the contact rgalrTrusts need to do more to put in
place effective mechanisms to enable carers atft#aorrepresentative organisations

to meaningfully engage with the planning, commissig and review processes. This
is discussed further in Chapter 3.
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3.1

3.2

3.3

3.4

PLANNING, COMMISSIONING, DELIVERY AND REVIEW OF SOCIAL
CARE SERVICES

STANDARD 1

Carers and/or carers’ representative organisatomsctively involved in the
planning, commissioning and review of social cawises.

Promoting Public and Service User Involvement

All 4 Boards and 4 Trusts inspected have a murabinitiatives which seek to
promote public and service user involvement inetdléht aspects of planning,
commissioning, delivery and review of social cagevices. All 4 Boards have written
documentation and have public and service useiisutent policies, each of which
make explicit reference to carers. The Trusts lsawdar policies for public and
service user involvement which also reference sar€here is little evidence of
conjoint working across areas with each Board angdtldeveloping their own
consultation processes. There is no indicatiohttiey are sharing databases of carers
or other potential consultees.

There is, at one level, general public andisenyser involvement in the consultation
and the overall planning and review process. Tukides Consultation Panels, links
through LHSCGs and links with groups, such as valgnorganisations which may
have a particular interest in aspects of the Boamid/or Trusts’ work.

Promoting Carer Involvement

With specific regard to carers, there are abrrmof initiatives which, by and large,
reflect the overall public and service user cormdidh process. Individuals on the
wider Consultation Panels are canvassed for péatiemeas of interest or expertise,
for example related to carers. These individusdgiaen targeted for consultation on
issues or processes relating to the developmgmilmly and practice regarding carers.

Voluntary organisations that have an intemesirers or a role in supporting carers
are included in consultation processes. These @a@@ons include:

Age Concern NI,

Alzheimer’s Society;

Belfast Carers’ Centre;
Carers NI;

Crossroads Caring for Carers;
Extra Care;

Northern Ireland Chest, Heart and Stroke Assoaiatod
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3.5

3.6

3.7

3.8

3.9

3.10

Senior Citizens Groups.

Additionally, organisations and local groupshwa specific remit for carer support
will be specifically involved in processes and wah occasion, be requested to
undertake additional consultation using their mengseups and databases to ensure
wider consultation specifically on carers’ issues.

A number of the Trusts have helped developl lca@rs’ fora or have contact with
existing carers’ groups and these are also paheo€onsultation process. In some of
the Trusts, these operate on a Trust-wide basiewhothers, there are smaller,
localised carers’ groups.

Notwithstanding these arrangements carerstrepeing limited input into the
identification of need, planning, commissioning aediew of services; nor are they
involved in the development of training which wowslagbport them in undertaking
such a role.

Local Health and Social Care Groups

LHSCGs play a significant role in consultatmpmcesses. All LHSCGs contacted as
part of the inspection had carer membership. thtih, LHSCGs are involved in
providing support to local carers groups.

Identifying Carers’ Issues

Overall, consultation processes for developmgtact with groups or panels of carers

vary in approach and prominence in the differenists and Boards. Consequently,
there are differences in the effectiveness of thegsses.

GOOD PRACTICE EXAMPLES
Consultation with Carers

Down Lisburn Trust use the electoral roll to retaarers to take part in consultatior
processes.

The NHSSB has compiled its consultation panels f@nlists in its area.

Craigavon and Banbridge Trust has a Carers’ Fortiniwhas a Trust-wide role in
consultation.

U

Homefirst Trust has developed a process wherebst Btaff in relevant Programmes
of Care target 10 service users on their caselohédse feedback or consultation on ja
subject is needed. This means that there is atac@skrge number of service users
within a short period of time.

All 4 Trusts inspected had individuals undertg the role of Carers’ Co-ordinator.
However, their roles, accountability and input iftast structures differed
considerably. In 2 Trusts, the Carers’ Co-ordinatas employed directly by the
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3.11

3.12

3.13

3.14

3.15

Trust. In the other 2 Trusts, the function was oossioned from the voluntary sector;
in 1 case by the Trust and in the other, by ther@odhese postholders are central to
the flow of information between Boards, Trusts aackrs and were, in the main, used
in the consultation process.

A number of Trusts also cited the assessnmehteview of individual cases as a
mechanism for providing feedback from carers. Hmwvgthis presents some
difficulty as explored in relation to unmet needdparas 3.14 to 3.17).

Notwithstanding the various consultation mecsras described, evidence from the
inspection, indicates that the effective inclusadrcarers in all stages from planning to
the review of services was inconsistent. Theremngaslear evidence of carers being
actively prepared or strategically placed to uraletthis role. While some
development has taken place, it is with a limitadhber of carers and tends to lack an
overall strategic framework.

While there is existing good practice in asg®&sthe carer’s voice, there is still room
for development. Boards and Trusts should reviesir turrent policies and practices
and ensure that meetings, consultations and gecmam#dct with carers concerning
planning, commissioning and review processes aehmore strategic and focused.
In particular, if comments are to be captured thgroindividual processes such as
Carer’'s Assessment, there is a need to collatem#ton coming from that source.

Recommendation

1. Boards and Trusts should put in place effectivepsses to meaningfully
involve individual carers and carers’ organisatioimsthe planning,
commissioning and review of services. This woldd eavolve providing
training and practical support to enable carersp@articipate fully in these
processes.

Unmet Need

Three of the 4 Trusts indicated that theyatate information on unmet need and that
this is used to inform the future development o¥®es. Trusts indicated that there
was an expectation on Care Managers to feed intmmaom assessments about
unmet need through the line management system vtheoeild eventually be

reported to and monitored by the Trust board. @aieer service development bids
are made, as appropriate.

Different Trusts identified different Officeas being responsible for the collation of
this information, as follows:

the Business Services Officer;
the Planning and Information Service; and

the Carers’ Co-ordinator.

15



3.16

3.17

3.18

3.19

3.20

One Trust recognised that this process waashativanced as it needed to be and was
further developing the collection and collationmbrmation on carers’ unmet need.

However, unmet need, particularly where assests are identified as a source of
information, is not being wholly explored or fuliytegrated into the planning process
in any of the 4 Trusts inspected. Various of reaseere given as to why this was not
happening. Many staff reported a concern thdtef/tcarried out assessments they
might well raise carers’ expectations when resaiveere already under pressure and
waiting lists existed; others reported that theesssent proforma was cumbersome
and not particularly “user friendly”. Finally, senindicated that the nature of need
and ability locally to deploy resources changedagudly that the formal planning
mechanisms were not sufficiently responsive to ghanneed.

Recommendation

2. Trusts should review their processes for collecang collating unmet need to
ensure that carers’ needs are being fully identi@d the information is acted
upon appropriately.

3. Boards should satisfy themselves that processdgemtify unmet need,
particularly information gathered by Trusts, is lasive and comprehensive and
is acted upon appropriately.

“Hidden Carers”

All Trusts recognised that there was posaldignificant number of “hidden carers”
who had little or limited contact with the Trust.onsequently, Trusts are developing
mechanisms to increase the potential for thesectryaeceive information pertinent
to them in their caring role and create more opputies for direct contact which
could help shape their caring role.

As part of this work, Trusts are strengtheriregr links with GPs to help them to
identify carers and become a key source of reféorather carer support services.

In addition, Carers’ Co-ordinators and casengport workers are, increasingly,
organising public information sessions to promatar@ness among the general
public of carers’ issues and potential supportlaisée to carers to assist them in their
caring role. Information sessions are taking pktdéraries, shopping centres and
hospitals. Many of these events take place tocodenwith “Carers’ Week” in June
each year and “Carers’ Rights Day” on the firstlgyiin December each year. Trusts
and their voluntary sector partners are to be conad®e on these initiatives, which
should also contribute to the further identificatmf unmet need and to the planning
process.
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4.1

4.2

4.3

4.4

ASSESSMENT, CARE PLANNING AND REVIEW

STANDARD 2

Carers benefit from convenient, easy to use ses\tu®ugh effective
person-centred assessment, care planning and rawiangements.

Carer’'s Assessments

Where it occurred, there was evidence of goadtjge in Carer's Assessments. These
were generally comprehensive in nature and cledetified in files. In these cases,
both social care staff and carers informed inspedtwat they believed the process of
assessment was useful in itself allowing, in soases, carers for the first time to
reflect on their own needs and circumstances rakiaer focusing on the needs of the
person they were caring for.

The development of Carer's Assessment has\mgeed across the 4 Trusts. A
considerable number of carers were not offeredsassent. There was a feeling
among some social care staff that, as many ofékesidentified could not be met,
Carer’'s Assessment was of little or no real bendfttis is a cause for concern.

Carers have a right to a separate assessment thmglig not being carried out or
offered to carers then Trusts are in breach of #tatutory duty. Neither are they
properly identifying the full range of unmet ne@d planning purposes (see paras 3.14
to 3.17).

A total of 294carers of older people responded to the surveyusiad in 2005 as

part of the inspection. Among other things, thevey, by questionnaire, sought
information about whether or not carers had be&red a separate assessment of
their needs and their satisfaction with the outcoi@eestionnaires were distributed
by the Trusts to carers in contact with servicesthnough Advice N to carers not

in touch with services. Twenty nine responses weceived from the questionnaires
distributed through Advice NI while the remaindeturned were from those
distributed by the Trusts. The full analysis af tarers questionnaires was published
as a separate rep@tirvey of Carers of Older People in Northern IrelgiMay 2006)

by DHSSPS. The paragraphs following set out soayefikdings.

Some 43% of the respondents who were survaydehaontact with Trusts knew that
they could have a separate assessment of theis msealcarer. However, only 39%
had actually been offered a carer's assessmens. niéans that 61% of all carers in
contact with Trusts had not therefore been offaredssessment. For carers in
contact with Trusts, the offer of a separate assessof need ranged from 81%
(Down Lisburn Trust) to 11% (Ulster Community anddpitals Trust); the Northern
Ireland Trust average being 40%. Of those cam@mgacted through Advice NI (ANI),
only 6% had been offered a separate assessmeaetfintings are presented in

Table 1.

% Advice NI is a voluntary organisation providingpport to the independent advice sector in Northestand.
Its website can be accessed at: http:// www.aduioen
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Table 1 Offers of Carer’'s Assessment by Trust

Of those who had been offered an assessménth@d accepted the offer and 33%
declined the offer. The remaining 4% indicated thay did not know whether they
had accepted the offer. Over half (51%) of thoke accepted the offer reported that
the assessment had resulted in more support, Btitirdficated that the assessment
had not resulted in more support and 17% did notwkwhether or not the assessment
had resulted in more support.

Almost three-fifths (59%) were satisfied witietoutcome of the assessment, although
23% reported that they were not satisfied. Eighiger cent said that they did not
know whether or not they were satisfied. Of thestsfied with the outcome of the
assessment, 89% indicated that the assessmergsadtkd in more support. Table 2
summarises the information on Carer’'s Assessmédfgred and outcomes.
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Offered assessment Accepted Assessment resulted Satisfied with
assessment in more support outcome of
assessment

Number

Table 2 Carer’'s Assessments offered and outcomes

Examination of case records revealed that ebeuiof different assessment proformas
are being used by different Trusts. Indeed, withifrusts, staff in different locations
were using different assessment proformas. Maafyfetund assessment proformas
lengthy and not particularly “user friendly”. Thigas presented as another reason as
to why Carer’'s Assessments were not being prodgtpremoted.
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4.8

4.9

4.10

Assessment is a key social work tool and tbhegss of assessment is in itself of
value. One carer told the inspection team thafcined the process particularly
helpful as it was “time for me” and allowed heitatk about her fears, worries and
needs. A number of other carers expressed siselaiments to the inspectors.

GOOD PRACTICE EXAMPLE:
Carers’ Assessment, Sperrin Lakeland Trust

One carer identified how the process of undertaksgpssment helped her
as the main carer, realise exactly how much caimegwas doing and the
impact of this on her own health and wellbeing.thW¥he support of the
social worker she negotiated with her wider fancitgle to increase their
level of input thereby allowing her more free timngay from the caring role

Recommendation

Trusts should ensure that:

4. all carers are routinely offered a Carer’s Assessirand encouraged to
participate in this process. These assessmentddbe regularly updated.
This is so that:

unmet need can be properly identified;
service provision is tailored to changing need; and
assessment is used as part of the process of duppor

5. reasons for refusal of a Carer’s Assessment arelegty monitored to inform
the need for any further review of these processes.

In the main, case records indicated that thelwement of carers related primarily to a
determination of the contribution they made to rtaiiming the cared for person in the
community; services from the Trust being adjusteckflect this. Consequently, it

was difficult to establish where services weredarers or for the cared for person.
There was a limited range of proactive supporteag specifically at the needs of
carers and, often support that was provided méredd the carer to undertake other
tasks related to the caring role. While carerdeloefit from services provided to the
cared for person, there is an urgent need to difteate between these services so that
carers receive appropriate support in their owhtrig

Where carers’ services and support are natidered as separate entities then they
have a tendency to be reactive rather than praac®o, for example, while day
centre attendance by the cared for person is @sadisupport for the carer; in many
cases, the carer is freed only to address anosipectof the caring role; rather than to
have time for themselves. In other words oftentass& is replacing another.
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4.11

4.12

4.13

4.14

4.15

Carers have need for proactive support to thelm with the caring role. Access to
carers’ groups, access to complementary therapesther innovative support is
available to carers but it is limited and the levesupport varies not only between
Trusts but also, on occasion, within Trusts. Withe focus on the provision of
proactive carer support, the situation it is likedyremain thus.

Recommendations

Boards and Trusts should:

6. differentiate between support provided for theechfor person and services
designed to maintain the health and wellbeing efdarer and which will assist
him/her in the caring role.

7. be proactive in promoting the development of ses/ighich are focused on
meeting the needs of carers.

Recording

Records within files were, in general, conplatd up to date. There was variability
in the structure of files and style of recordinghin and between Trusts. While files,
in general, were very clear there were some anesiahd gaps, which meant the
record was incomplete. For example, in one casgrdficant life event was not
recorded in all the appropriate family files; inoémer, exemplary work in providing
support to a carer beyond the end of the carirgweals simply not recorded

A number of files made reference to actiordedevhich did not appear to have been
followed through. For example, in one file a coaipl had been made but this did not
seem to have been investigated or resolved. Ubecking, it became clear that the
complaint had been fully investigated and resobkatisfactorily. However, the
outcome had not been recorded in the case file.

It was often difficult to extract informati@out carers from the files as these
primarily focused on the cared for person. OnesThad a separate section which
contained carer information but none had sepakse ecords for carers.

Files examined showed evidence that managses mvonitoring cases and agreeing
action plans. There was also clear evidence of giasming and review.

Recommendation

8.  Trusts should ensure that:
there is a consistent structure to files and todtyde of recording;

information relating to Carer’'s Assessment and &y provided is kept
separate from the cared for person'’s file; and

that information is complete and cross-referen@dappropriate.
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4.16

4.17

4.18

4.19

4.20

4.21

4.22

Support at the end of the caring role

There was limited evidence of support providegond the end of the caring role and
support that was provided was largely on an infotmaais. This aspect of support is
vitally important, particularly where a bereavembas occurred. This is potentially a
very vulnerable time for carers. Managers and stdfcated that this was an area
which required further development.

Recommendation

9. Trusts should consider ways in which carers casupported beyond the end of
the caring role

Caseload Management

Caseloads across Trusts tend to be high watlalsvork caseloads ranging from 60 to
100; for some social care workers caseloads wexe kigher. There were different
caseload management systems in place in diffenerst3 with different staff taking

on various tasks.

Staff generally stated that they were undmrsiderable amount of pressure and that
caseloads were not only high but often involvedipaliarly complex circumstances.

Staff also noted that most of their time ved®h up with practical issues such as
ensuring services were identified, put in place araghtained. There was a sense that
this had lessened the impact of the social work fof many staff.

Recommendation

10. Trusts should review:

the roles and responsibilities of staff to ensupprapriate use of skills
and resources; and

their caseload management systems to ensure i@soare appropriately
targeted and workforce plans are fully informed.

Communication

The inspection found many examples of goodnsonication between various
individuals and organisations involved in assesgpanning and delivery of care
plans.

However, communication between different damary care workers visiting the
home at different times and, in general, betweerkers and carers was limited.
Often, such communication was through informal adédt in the home.

Trusts are at different stages of developingenfiormal communication processes,

particularly between those individuals having cohtaith cared for persons in their
own homes. These include:
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4.23

4.24

GPs;

Community Nurses;

Allied Health Professionals; and

Domiciliary Care Workers.
The development of a more formal communicgpiamtess, will allow the carer to get
a better picture of who has visited; what the onte®f the visit was; if there are any
concerns; and what is being done about them anahioyn.
However, inspectors noted that carers hadmat| cases, been involved in the
development of these processes. Trusts are torheended on the work being
progressed but need to ensure that carers aractenthe development of this model
of communication.
Recommendation
11. Trusts should ensure that carers are fully consutie any methods of

communication being developed in regard to the s they care for -—
especially methods of communication being developttn the home.
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5.1

5.2

5.3

5.4

5.5

SUPPORT SERVICES

STANDARD 3

Carers have access to a range of quality serviegsrieet their identified
need.

While there was a range of different suppantises available to carers in their caring
role, there was variability of access between BruBlifferentiation between services
targeted on the needs of the cared for persontarse tspecifically to support the
caring role was also variable (see paras 4.9 th)4.1

Support for Carers’ Groups

All 4 Trusts were engaged, to varying degraeth)e development of and support for
carers’ support groups in their areas. Carersbiators had a key role in this
regard.

Carers’ support groups ranged in size from kloedlity-focused groups to larger
Trust-wide fora. Locality-focused groups had tdgamtages of direct engagement
with and ready accessibility to carers. Howeverals catchment populations in rural
and isolated areas presented real challengesaitiareko the development and support
of local carers’ groups.

Carers’ groups were supported by a range aftmod voluntary sector personnel.
Many groups were either generic carers’ groupsexevproviding support for specific
interest groups. So, for example, there were gg@amcentrating on conditions such
as, Alzheimer’s disease, strokes or on specifie sattings, e.g. institutional care.
These groups were supported by staff from regi@mghnisations with particular
interest or expertise in these areas.

GOOD PRACTICE EXAMPLE

Involvement in Carers’ Groups

In a number of Trusts, members of staff had takeriritiative to establish carers
groups or to become members or officers of suchpgo Undertaken on a
voluntary basis, this provided additional suppod &elped carers to organise
their own groups. It also facilitated access tostisystems and strengthened
communication.

In many instances, Boards and/or Trusts wardifig these organisations to provide
ongoing support both for carers and for individual® had particular conditions or
received their care in specific settings.
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5.6 Financial support is provided through servesgesl agreement or non-recurring
funding to organisations, including:

Age Concern NI,

Alzheimer’s Society;

Belfast Carers’ Centre;

Carers NI;

Crossroads Caring for Carers;

Northern Ireland Chest, Heart and Stroke Associatod
the Relatives Associatiofd.

5.7 In many instances, carers’ groups met in Tougtings. This meant that there was
no cost to the carers’ groups and so activitiesdcbe carried out with a minimum of
expense to the carers. This was a practical apappate support which provided a
suitable venue and was reported to be cost-efletiyTrusts.

5.8  Some Trusts provide support to carers to all®m to attend support groups. This
support, most often, took the shape of a “sittiexyise” which allowed the cared for
person to remain in their own home. All Trustski@ersonal circumstances and
preferences into account when providing these cesvi

5.9  Carers interviewed felt these groups were #@ipesupport and allowed them to

engage both in social aspects of the groups aaddess valuable information
provided by guest speakers.

GOOD PRACTICE EXAMPLE

Support for Carers’ Groups, Sperrin Lakeland Trust

—

The Trust has developed a partnership with Fermta@adjege of Further Educatio
to provide a National Open College NetwSriccredited course on caring which is
designed for carers. The course provides practlaid$é and advice and targets a
group who would be unlikely to access adult lifaddearning.

U7

What Carers Want

5.10 Inthe questionnaire, carers were askedttarierder of importance, the 3 things that
they felt would be most helpful in supporting themtheir caring role. The most
common thing mentioned was respite care or breakhé carer, enabling them to
have more time to themselves. The next most vahiads were an increase in the

% Information about the Relatives Association cambeessed at: http://www.relres.org/index.php
% Information about National Open College Network b& accessed at: http://www.nocn.org.uk
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volume of support provided and a wider range intyipe of support available. In
relation to respite care, typical comments included

“getting breaks from caring”;

“opportunities for regular respite periods to pravieurn out”;
“someone to relieve the pressure of constant caring
“time to myself”;

“time to spend with my family”; and

“once a week | would like a day’s respite”.

5.11 Carers also commented on specific types gfcge(domiciliary care, personal care,
and day care), that would most help them in thaing role. They included
comments on an increase in the volume of servioekiding:

“extra home help”;

“2 carers instead of 1”

“more practical support in the home”; and
“an extra day at day centre”.

5.12 Other things carers felt would support therthair caring role were services provided
at particular times, quality of service, emotiosapport, and advice. Comments
included:

“morning and evening caring assistance”;

“overnight help”;

“someone who could stay...from 7pm to 9pm” ;

“more reliable carers”;

“easily accessed information on availability offdrent forms of help”; and

“someone to talk to at times who understands tbhblems”.

The need for improvements in quality of equipmeatge provided by medical
professionals, and financial support was also roaet.
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5.13

5.14

5.15

5.16

Contact with social care services

Some 91% of the carers who responded to tbstignnaire said that they were
currently in contact with social care services,ahieflects to a large degree the way
in which the survey was administered. The remai{@%o0) did not know that Trusts
provided support services, did not think that thevises would help, or did not want
to become involved with services; for some caravstact with Social Services was
perceived as either a stigma or as a statutorycggeonitoring their capability as a
carer.

Of those carers in contact with social careises, 98% indicated that they received
support. Of those in contact with social care ises; 77% were provided with help in
the home, 65% were provided with disablement eqaiginb2% with information,
advice or counselling, and 46% with respite brealtser at home or outside the home.
Table 3 profiles the full range of support provided
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Table 3 Services Provided
Services to Carers

Ninety-three percent of carers had a singheeneontact for the organiser of their
services and 87% knew how to contact staff who idexi/direct care services within
working hours, but only 52% knew how to contacffstatside working hours. Less
than one-third (30%) of respondents said that #reyalways asked about the services
they receive, 34% are always involved in shapimgises for themselves and less
than half (46%) are always involved in deciding $kevices for the cared for person.
Just over three-quarters (76%) said that Trust szt them with respect, and 67%
said that staff always take note of their opinions.

The responses from those individuals who watisfied with the service they
received (‘very satisfied’ or ‘quite satisfied’) veecompared with those who indicated
that they were not satisfied (‘very dissatisfiéduite dissatisfied’) or were ‘neither
satisfied nor dissatisfied’ with the service thegeived. Those not satisfied with the
amount of services received were more likely taubeer stress ‘always’ or ‘very
often’, and were less likely:
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to have had assessments that resulted in more suppo
to have been satisfied with the outcome of theseasment;
to be asked about the services they receive;

to have been involved in deciding on servicestientiselves or the person cared
for;

to be treated with respect or for their opiniongé¢onoted;

to be aware of the full range of services availablnem or to be kept
informed;

to be happy with the outcome of any complaint maahe!;
to think that charges for services were fair.

5.17 Those who were not satisfied with the amofiseovices were also likely not to be
satisfied with the quality of the service3hese differences were all found to be
statistically significant. AlImost 90% of respondentere satisfied with the quality of
services provided. This compares with almost 7&#&fsed with the amount of
services. Almost half (49%) were ‘very satisfieaid 39% ‘quite satisfied’. Six per
cent were ‘neither satisfied nor dissatisfied’, &8re ‘quite dissatisfied’ and only 1%
were ‘very dissatisfied’ (Table 4).

Quite dissatisfied Very dissatisfied

5% 1%
Neither satisfied

nor dissatisfied
6%

Very satisfied
49%
Quite satisfied
39%

Table 4 Satisfaction with Quality of Services

5.18 Table 5 shows the pattern across Trusts metlvho were ‘very satisfied’ or ‘quite
satisfied’ with the quality of services provided.
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5.19

5.20

5.21

5.22

5.23
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Table 5 Satisfaction with Quality of Services, byust

Although the number of people who were nasBatl with the quality of services was
quite small, when compared with those who weresfati, they were more likely

never to have had breaks from caring. They wese laks likely to be asked about the
services they receive, to decide on services fangelves or the person they cared for
or have their opinions noted. They were less Yikelbe aware of the full range of
services or to be kept informed and more likelhpawe made a complaint and not to
be happy with the outcome of the complaint. Thes®other differences were found
to be statistically significant. However, againtlas numbers involved are small, these
findings should be interpreted with some caution.

Support for Carers’ Co-ordinators

In 2 of the 4 Trusts inspected, the Carersb@inators posts were located within the
Trust and the Co-ordinators were Trust employéeshe other 2 Trusts, the function
of Carer’s Co-ordinator had been placed in the maly sector. Of these, 1 post was
split between 2 local carers’ groups; the other lweaated in Carers NI, a regional
voluntary organisation providing help and supportdarers.

Carers’ Co-ordinators had a variety of diffém®les but, by and large, these revolved
around 2 key functions. Firstly, to co-ordinateyelop and support carers’ groups;
secondly, to work as a champion for carers’ issu#sn the Trust and act as a liaison
point between individual carers, local carers’ gi@and the Trust.

In all 4 Trusts the level of support, bthndividual carers and to carers’ support
groups was high and viewed very positively by careCarers’ Co-ordinators were
providing a range of support, services and inforomat This included information
about benefits, services from the Trust and “sigiipg” to other sources of support.
Carers, in the main, indicated that the key beméfihe role was having a designated
individual who they could contact for support araiph

The ability to influence activity within thedst and to raise carers’ issues at a
strategic level was less apparent with those Cazatdrs who were located in the
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5.24

5.25

5.26

5.27

voluntary sector. While some contact with Trusid been established by these
individuals and partnership work was progressihgad proved difficult to influence
services, raise awareness, or in some cases, itofgaarers’ initiatives within
Trusts.

Where Carers’ Co-ordinators were employecdhbyTrust and, in particular, when
they were supported by a Carers’ Steering Groupgsf level managers from across
all Programmes of Care, there was considerably magpact with regard to carers’
issues within the Trusts. Carers’ issues werergavhigh priority and were central to
the planning process.

Recommendation

12. Trusts should ensure that the role of Carers’ Cdhoator in their area,
regardless of where it is located, is actively suped by a Carers’ Steering
Group which comprises senior managers from all Paogmes of Care and
carers or their representatives.

GOOD PRACTICE EXAMPLE
Support for Carers’ Co-ordinators

A number of the Trusts had developed Carers’ Stggaroups to promote
and further develop the Carers’ Co-ordinators rdlbe steering groups
comprise Programmes of Care managers, senionstd Trusts and carer
This led to an increased awareness of carers’ resadsag Trust staff and an
increase in support and referrals to other soustespport within and
outside the Trust.

)

Where Carers’ Co-ordinators were not embeddeadd supported at high-level by the
Trust there was a marked lack of referrals fromsTataff to carer support networks.
Various reasons for the lack of referral were umiveard by Trust staff. These
included:

many carers did not want to access support grauris;
support for carers was the remit of professioredf.st

While it is acceptable that some carers maywsh to access groups it can not be
acceptable for staff to see themselves as theroafns of support for carers. Carers
have a right to make informed choices about thgpsrt and this means professional
staff should help them consider all options whiciyrbest help them in their caring
role.

At a time when demand is high and resourcestaetched, Trust staff should be
identifying and promoting use of all sources of o for carers. If they are not
doing so, they are not appropriately utilising $&#g, which are often funded by their
own Trust.
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Recommendation

13. Trusts should:

challenge the perception that all support for caremust be delivered by
the Trust or its staff;

ensure that staff are aware of the range of supfmrtarers in their area
and actively encourage carers to avail of this suppand

facilitate staff in finding new sources of help éarers within or outside
the Trust.

GOOD PRACTICE EXAMPLE

Accessing Alternative Practical Sources of Help, Huoefirst Trust

A social worker in the Trust had helped link a fgntd a volunteer from the Society
of St Vincent de Patfl who could help with shopping; a service the Twas unable
to provide for the family.

Day Care

5.28 All Trusts provide day care for older peopithva range of needs including those
with dementia, physical disability, sensory impasnty mental iliness and learning
disability.

5.29 Day care facilities are located throughoutsiswand provide a range of different
supports. There are a number of examples of guoal/ative practice linked to day
care provision.

GOOD PRACTICE EXAMPLES
Flexible Day Care

Down Lisburn Trust - day care provision is linkedat residential home so
that if a carer is not available when day care ega$e residential unit
provides safe and effective care until the careves.

Homefirst Trust - day care facilities are incregyrproviding flexible,

responsive cover to facilitate carers who may rfeatergency” time to, for
example, visit the dentist. At short, or littletite carers can arrange for the
cared for person to be looked after while they lgoud their own business.

5.30 While there is day care provision across Tausés, there is still some difficulty in
accessing these services for people who live ial aneas. The more isolated the area

% |nformation about the Society of St Vincent de IRaun be accessed at: http://svp-ni.org/index.html
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the more difficult it is to access services. Tiisans that it is either impractical to
refer people to these services or that cared foplpemnay spend considerable amounts
of time on transport to and from the day care fiaed.

5.31 All of the Trusts are developing local comntyitiased services in partnership with
community and voluntary sector groups to promotallservices. These include
luncheon clubs, drop-in facilities and communitgamisations with a range of social
activities. While the range of activities may buaited these are a valuable resource
which, inspectors were informed, supports bothrsaaad cared for people.

5.32 There is a need for Trusts to further devetmpmunity-based support to meet both
the needs of carers and of cared for people. Fekdbem carers suggests local
community structures, appropriately supported hysi, can have a considerable
positive impact on carers’ wellbeing.

Recommendation

14. Trusts should explore development of more localksgyport services for carers
which offer a wider range of high quality serviegshin their own localities.

Individual Support
5.33 Support for carers is not always necessarily aeativity and many carers may not
wish to join groups. There is, however, limiteddence to suggest that the needs of

carers who do not wish to join groups is beingvaetyi addressed.

Recommendation

15. Trusts should consider ways in which they can beti@actively support
individual carers. In particular, attention shoulbe paid to carers who may not
wish to join groups or who are unable to do so hseaof their geographic
location or personal circumstances.

Domiciliary Care Services

5.34 Domiciliary care services include home help; time provision, “sitting” and night
time services delivered in the person’s own hoi&etvices are provided by Trusts
and by a range of voluntary and private sectormsgdions which are contracted to
deliver services.

5.35 The range of services available varies froosflto Trust. Services provided reflect
an assessment of need and range from weekly tasiegular daily interventions to
meet more complex needs. There is a general régmygamong carers that these
services are valuable and their delivery profesdion

5.36 Examination of case files and discussion watiers and cared for persons indicate
that they are generally satisfied with the standdirthe services provided. However,
many carers felt that the level of services coddktended to provide additional
support. In an effort to respond to this and ieorto ensure comprehensive cover,
Trusts have been innovative in creating new metloddsipport and delivery.
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5.37

5.38

5.39

5.40

5.41

5.42

For example, some Trusts have created maltifglinary teams which include
domiciliary care, social work, nursing and alliegbhth professional input to provide a
comprehensive care package in the early daysdifieiharge from hospital to the
home. This has proved to be both cost-effective@ositive for individuals as most
have then moved to fully independent living.

Another Trust has developed teams of Homerarkers so that there is flexibility in
approach to each individual's needs. It also méa@® is at least one person
available in emergencies.

Only 1 of the Trusts inspected, Homefirst Trust ha explicitly stated “ceiling” on

the provision of domiciliary hours (27 hours perekp However, staff in all 4 Trusts
indicated that, largely because of resource isshese was an expectation that service
provision would be kept to the minimum. Staff icatied that there were “invisible”
upper limits above which it would be unlikely ttsarvices would be provided.

Recommendation

16. Boards and Trusts should ensure that:

services are provided on the basis of assessedarebtdalanced risk
analysis;

limits to service provision, if any, are expliciggotiated and agreed
with service commissioners; and

consistent demand in excess of service capadiggified as unmet
need for planning processes.

All Trusts reported that there were waitirggdifor services and that waiting times
depended on demand and on staff availability. riO$@me services could be provided
quite quickly while other parts of a support packaguld take longer to put in place.
Staff indicated that this was largely due to lindtsresources and/or complexity of
need.

All Trusts, and a number of independent sqmtoviders, reported that they often had
difficulty trying to recruit and retain domicilianyare staff. Terms and conditions of
service were cited as a key issue as were antldoaurs. Particular concerns were
expressed about availability of staff to providerdgaliary care in rural, isolated
communities.

Providers are responding to these issuesamniety of ways. These include more
flexible working arrangements and guaranteed mininmours. Trusts are also
introducing National Vocational Qualifications iare as a part of professional
development and to encourage staff to considerigioyvof domiciliary care as a
career path.
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5.43

5.44

5.45

5.46

5.47

5.48

GOOD PRACTICE EXAMPLE
Domiciliary Care, Homefirst Trust
TheTrust is issuing contracts to domiciliary staffeiesure minimum numbers of

hours. This led to a higher retention of staffhivitthe Trust than was previously
occurring.

Out-of-Hours Support

All 4 Trusts provide evening/night/weekendsupbased on assessed need. This
includes helping people prepare for bed, nightvifgr toileting, safety checks, wake
up calls, food preparation and dressing.

Feedback from carers was generally very pesabout these services. Staff were
generally felt to be responsive, courteous andeiup at the appointed times.

An area of concern that carers identified thas this type of service was often very
inflexible. So, for example, to fit into work r@a person might be put to bed in the
very early evening - whether or not this suitedttend/or their carer.

While recognising the issues and pressures thiatedielg this type of service impose
on Trusts, it is a matter of concern that individuzave limited choice and that
services seem to meet organisational need ratherthie needs of individuals and
their carers.

GOOD PRACTICE EXAMPLE

Craigavon and Banbridge Carers’ Forum has a Satwafiernoon “drop in” support
service where families after initial referral caave a relative — without prior notice
for a few hours while they do other activities.

Recommendation

17. Trusts should ensure that, as far as possiblesalices and particularly out-of-
hours services meet the needs of individuals asypled their wishes.

Out-of-Hours: emergency contact

Analysis of the carers’ questionnaires indidahat 52% knew how to contact the
staff who provide direct care services outside ranwvorking hours

Trusts varied considerably in the way thay fw@vided emergency out-of-hours
cover. In 1 Trust there was an effective and igfficresponse delivered through its
residential facilities while in others, access ¢oniciliary care cover was time
consuming and not rigorous enough to ensure thatgancies could be responded to
within a reasonable period of time. The inspectg@ntified that in the latter, the out-
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5.50

of-hours service was not always adequately backezrergency cover which could
respond within the same evening or night.

Recommendation

18. Trusts should review their out-of-hours prasmsto ensure that it is:

“user friendly” and easy to access; and

responsive to service breakdowns within specifred frames.
Comments and Complaints
All Trusts have comments and complaints procesd Information on these are
available on Trust websites, general informatioowlthe Trusts and specific written

material. This information is made available toeta in Carer’s Information Packs
and via general contact with social work and offreist staff.
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6.1

6.2

6.3

6.4

INFORMATION FOR SERVICE USERS

STANDARD 4

Carers receive up to date comprehensive publistfedmation about social
care services and other relevant information froenTrust.

All Trusts inspected have a wide range of imfation about services and sources of
help for carers. All 4 Trusts indicated that gah@rformation to carers will be made
available in a variety of languages and in othemtts such as Braille, on request.
Each Trust has an information pack which is exgktdebe presented to carers when
they first come into contact with the Trust. Howewarers reported, that this did not
consistently happen, and in a number of the Trhsti® is difficulty in getting
information packs distributed to carers.

GOOD PRACTICE EXAMPLES

Information for Carers.

Carers NI have produced an A-Z for carers in thenklfiirst Trust area.

Craigavon and Banbridge Trust has developed, wstarers’ Forum, an
A-Z for carers. These guides include services@malganisations which
may be of direct value to carers, for example cibretact details for local

welfare rights information services.

Overall, information about Trusts, policies a&edvices was not always available at
key contact points throughout the Trusts. In samtances there was little or no
general information available in Trusts’ facilitiepen to the public let alone
information of specific value to carers. In 1 Truke information available to carers
was well out-of-date and, for example, had photplgsaof employees who no longer
worked for the carers’ support organisation ideéeif

The inspection revealed that while a rang@&foirmation, useful to carers, was
available, Trusts and their partner agencies hifidulty in ensuring that:

it was kept up to date; and

it was consistently available to carers at botlir thn service premises and in
other public places, for example, libraries andthezentres.

In addition, Trust staff either did not appear &dware of the availability of
information leaflets or packs or were not proadtiveaking them available to carers.
The value to carers of readily available good quatiformation should not be
underestimated. While Trusts are at differentestagf addressing this, more needs to
be done.Carers’ Co-ordinators have a key role in the dgualent and dissemination
of information and in engaging carers in the preagdsdeveloping this information.
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6.5

6.6

6.7

6.8

Recommendation

18. Trusts and partner Agencies, should examinevthethey develop inf

ormation

and, in particular, ensure that this informationaemprehensive, up-to-date,

accessible and actively promoted to carers.

There is evidence of growing partnership witPs@ the development and

distribution of information to carers. As a keylggoint of contact with carers, GPs
have a central role in identifying carers, incluglfhidden carers”, and their needs,
and in disseminating information and “signpostitgdther resources, services and

support. This is to be encouraged.

Trusts are also beginning to develop a rangelotational, training and self-help
materials directed at carers, health and social staff and independent sector care

providers. This material dealt with general issted carers faced or promo

ted best

practice in responding to issues arising from dgpmeconditions. This is to be

commended.

GOOD PRACTICE EXAMPLE

Educational, Training and Self-Help Materials

Craigavon and Banbridge Trust has produced, impeship with one Carers

Forum, a DVD called ‘A Clear Path’ which promotég heeds of carers an
raises awareness about the issues that they face.

Homefirst Trust has developed a video called “Cgpuith Maggie — caring
for Margaret” which promotes best practice in cgrior people with
dementia.

Down Lisburn Trust has provided information whidcludes a self health
assessment guide. This takes carers through a cdrigiestions regarding
their diet, sleeping patterns and other aspedisedf lifestyle. It gives
practical advice about how to deal with minor Heaédsues through lifestyle
adjustments such as diet and exercise.

D

Carers’ Database

All 4 Trusts are developing or have developédtabase for carers within their areas.
This is a useful and valuable way of both sendimigirmformation to carers and also
seeking their views on a range of subjects. ThestErare to be commended on the

development of these databases.

Direct Payments

The inspection found that there has been adhbut growing uptake of Direct
Payments by older people and their carers withustsr In 2005-2006, older people

accounted for some 81% of the approximately 181#6ons in contact wit
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services in Northern Irelarid. However, at 31 December 2006 the older peoples
programme accounted for only 35% of the Direct Payis1 packages of care in place.

6.9 A number of reasons were put forward by Trtedf or this low uptake. Staff
variously reported:

that they felt ill-equipped to promote Direct Payrse and

that Direct Payments processes and accountahilapgements were too
complicated and, consequently, difficult to prommteervice users and carers.

6.10 Some staff put forward the view that it wohkparticularly difficult for older people
to manage Direct Payments. As a result, Trust siafe either reluctant to or had
made decisions not to promote Direct Paymentsdergleople or their carers.

6.11 This is an area of some concern which mirteesconcerns raised in Chapter 4 about
the promotion of Carer’'s Assessments. Howeverrghgtance to promote Direct
Payments means that, in effect, staff have remameglement of choice in service
delivery and an opportunity to empower individuals.

Recommendation

20. Boards and Trusts should ensure that:

the system for managing Direct Payments and, padity the burden of
financial accountability, is simplified,;

Direct Payments are actively promoted to older pe@nd their carers
and if refused by them the reason is clearly reedrih the case file; and

reasons for refusal of Direct Payments are reguylamlonitored to inform
any further review of schemes.

GOOD PRACTICE EXAMPLE
Use of Direct Payments, Sperrin Lakeland

The Trust introduced Direct Payments to a familyvklad previously been
dissatisfied with Trust delivery of services. Eggment with the Direct
Payment process and the ensuing flexibility in merprovision, rapidly
improved the relationship between the Trust anddhely. Family
members now help the Trust to promote Direct Paysienother service
users and carers.

"“Health and Social Care in Northern Ireland: A Btital Review” which can be accessed at:
http://www.dhsspsni.gov.uk/index/stats_researctyati-pubs/statistics_and_ research-cib-comm _.ktais
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7. WORKFORCE PLANNING, WORKFORCE MANAGEMENT, TRAINI NG,
SUPERVISION AND SUPPORT

STANDARD 5

The Trust has a strategy in place to recruit, netgupport and develop
sufficient numbers of appropriately qualified armnpetent staff with the
knowledge and expertise to deliver services torsare

7.1  Trusts have policies in relation to workforéanming, management, training,
supervision and support for staff. In generalrehe not a single workforce strategy;
rather matters related to the workforce tend tadidressed in a number of documents,
including Trusts’ corporate plans and delivery gldearning and development and
training strategies.

7.2  There are mechanisms to ensure that suffistafftare recruited, retained and
supported to deliver services for carers. These&antained in the wider framework
of workforce planning needed to develop serviceglwmeet all of the Trust’s
objectives.

7.3 All Trusts reported that all care staff, indiwith current arrangements for the
protection of children and vulnerable adults, hareemployment checks and
registration checks with regulatory bodies caroatlas appropriate.

7.4  Key policies and procedures within Trusts cpf@rexample:

recruitment and selection;
harassment and bullying;
complaints and compliments; and
disciplinary procedures.

7.5  Trusts had processes in place to ensure thatgscare equality proofed in accordance
with legislative requirements under Section 75hef Northern Ireland Act 1998.

“Family Friendly” Policies

7.6 All Trusts have a number of "family friendlyblicies and procedures at various
stages of development to support staff in the asgdéilon. Those in place relate to:

job share;
part-time work;

term time work;

% The Northern Ireland Act 1998 can be accesseuttat//www.opsi.gov.uk/acts/acts1998/19980047.htm
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7.7

7.8

7.9

career breaks; and

flexible working hours.
Staff, at the time of inspection, were not overbgipive about the working of these
procedures and many reported that they were ofteasiflexible as might have been
expected. There was some evidence that accessréofiexible working
arrangements varied between Programmes of Carerdadality depending on the
workload and demands of the job.
There was some evidence of Trusts beginniegdgage with staff who were also
carers in their own right. However, this needbéanore proactive and consistently
applied to ensure that all staff members who arersare also identified and
supported accordingly.
Recommendation

21. Trusts should monitor their "family friendly"glicies and procedures to ensure
that they:

are adequately resourced;
are actively promoted;
are consistently applied; and

identify and support staff members who are als@isar

GOOD PRACTICE EXAMPLE
Support for Staff, Down Lisburn Trust
The Trust has developed a range of complementargpies which staff

members can access as part of their support paskddes includes
aromatherapy and other stress management approaches

Staff Training

Individual training needs are identified thrbube supervision process. While there
is some variation between Trusts, the basic sugiervimodel is of worker to manager
who collates information about training needs form the annual training plan. The
subsequent training programme is generally deltverdacilitated by Board and/or
Trust Training Units.

There has been a considerable push to providertgaio domiciliary care staff in
recent years. A number of new initiatives havenlyget in place with Trusts offering
staff training not only in practical tasks suchmasving and handling but in wider
social care issues such as confidentiality, “custooare”, protection of vulnerable
adults and working with people with dementia.
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7.10

7.11

7.12

7.13

GOOD PRACTICE EXAMPLE

Staff Development

A number of Trusts are promoting access to a rahgjational Vocational
Qualifications in different levels of care. Thisoeurages provision of
domiciliary care as a career path for staff ang$ el their retention. It also
values staff and provides recognition of their sa@d the work they do.

Supervision

Supervision of social care staff was evidemmnfdiscussions with staff and from

reviews of the files. The regularity of professabaupervision was variable and while

most managers aspired to formal supervision oo avéek cycle, this did not

consistently happen. Managers in Trusts acknovelédigat it could be difficult for

busy team leaders, with competing management regpliires, to find the time for

regular supervision but recognised its intrinsilueaboth for the targeting of resources

and for the development of staff.

Recommendation

22. Trusts should ensure that team leaders are@ppately supported to ensure
that staff have regular and consistent access pesusion in line with Trust
policies.

Performance and Quality

All Trusts have mechanisms in place to mantlagg@erformance of staff and to

monitor clinical and social care governance. Witlikre is variation in approach, it is

reported that there are clear lines of responsibilieach Programme of Care.

Professional Social Work Fora

All Trust’s inspected have professional sosiatk fora which meet on a regular basis
to address issues related to and impacting onlssoi& practice. These include:

social care governance;
training and continuous professional developmemdt; a
promoting evidence-based practice and a focus twomes.

Two of the Trusts invited inspectors to adslitegir Social Work Forums to highlight
the findings of the inspection.
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8.1

8.2

8.3

8.4

8.5

HUMAN RIGHTS AND EQUALITY

STANDARD 6

Boards and Trusts are fulfilling their statutorytida in respect of human
rights and equality legislation and these prin@mee integrated into practige
within all aspects of social care services for rsare

A strong commitment to equality and human sghtevident at both Board and Trust
level.

In 1 Trust, however, there are concerns thahe absence of a key senior member of
staff, work on the human rights and equality agdmathbeen seriously curtailed. A
specific recommendation had been made to the Trubis regard.

There were a number of examples of proactingiives in relation to developing
strategies and support for black and minority etlgnoups who had recently begun to
increase in numbers within Trust and Board areas.

GOOD PRACTICE EXAMPLE
Responding to Culture Diversity,Craigavon Banbridge Trust

The Trust has developed a number of new postspieastithe changing
needs of an increasingly diverse population. Thedade:

a designated health visitor for black and minoeitiynic groups;
a lay health worker for the Chinese community;
a lay health worker for the travelling communityda

a bi-lingual support worker for the Portuguese camity.

Written Materials

A number of the Trusts and Boards have develogéten materials to enable staff to
respond more effectively to the increasing divgrsitservice users. These include:

leaflets in different languages;
welcome packs for foreign nationals; and
guides to cultural and religious diversity.
There are examples across Boards and Truaesawofnd emerging partnerships with

key black and minority ethnic support groups toalep strategies to further develop
services. Examples include:
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migrant workers fora;
travellers support groups; and
Northern Ireland Council for Ethnic Minoriti€8.

8.6  One Trust, however, had limited engagemerit bldick and minority ethnic
organisations and was not alert to the potentiatla®f new migrants living in its

area.

Recommendation

23. Boards and Trusts should ensure that they ha@hanisms in place to:
identify emerging migrant groups in their area;
assess the needs of these groups; and

create partnerships with appropriate organisatiadaselp meet the needs
identified.

3 Information about the Northern Ireland Council Ethnic Minorities can be accessed at:
http://www.nicem.org.uk/
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9.1

9.2

9.3

9.4

9.5

9.6

CONCLUSION AND RECOMMENDATIONS

The inspection set out to assess the extemitth social care services for carers of
older people meet their needs and comply with tlieyobjectives oPeople First

the recommendations dlaluing Carersand the requirements of the Carers and Direct
Payment Act (Northern Ireland) 2002 in relatioratoarer’s right to a separate
assessment of his/her needs.

This report identifies some of the good practiwat is taking place in Northern Ireland
and draws attention to areas which will need furtwion. Trusts are striving to
provide innovative, cost-effective services whiaiport both carers and cared for
people. In addition, there were many examplesnafiginative, sensitive responses to
individual circumstances by social care and othesfTstaff.

The inspection has highlighted the need foBibards and Trusts to clearly
differentiate between services designed to sugpertaring role and those which
meet the needs of the cared for person. It mugb@assumed that services provided
to the cared for person, albeit, in many casegqehay the carer, also meet the needs
of the carer. Indeed, research available withimifirst Trust, at the time of the
inspection, indicated that the key reason for adimsto residential care was the
breakdown of the caring role. More work is neethepgromoting Carer's Assessment
and the use of Direct Payments.

The need to build on and to create new paitiEssvith the voluntary and community
sectors is a central part of promoting, develoging maintaining support services
which listen to the voice of carers and reflecirtheeds.

This report, its recommendations and draftdstests contribute to the provision of a
clear framework for the future provision of robusyh quality social care services to
support carers.

The key recommendations made to Boards andsTavs set out below:

Planning, Commissioning, Delivery and Review of $mlcCare Services - Chapter 3

1.

Boards and Trusts should put in place effeqinaeesses to meaningfully involve
individual carers and carers’ organisations inglaning, commissioning and review
of services. This would also involve providingimiag and practical support to enable
carers to participate fully in these processes.

Trusts should review their processes for collecéing collating unmet need to ensure
that carers’ needs are being fully identified amel information is acted upon
appropriately.

Boards should satisfy themselves that procdsesdentify unmet need, particularly

information gathered by Trusts, is inclusive anthpeehensive and is acted upon
appropriately.
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Assessment, Care Planning and Review - Chapter 4

Trusts should ensure that:

4.

5.

all carers are routinely offered a Carer’'s Assent and encouraged to participate in
this process. These assessments should be rggupadted. This is so that:

unmet need can be properly identified,;
service provision is tailored to changing need; and
assessment is used as part of the process of suppor

reasons for refusal of a Carer’'s Assessmenegrdarly monitored to inform the need
for any further review of these processes.

Boards and Trusts should:

6.

10.

11.

differentiate between support provided for taeed for person and services designed
to maintain the health and wellbeing of the carel ahich will assist him/her in the
caring role.

be proactive in promoting the development o¥ises which are focused on meeting
the needs of carers.

Trusts should ensure that:
there is a consistent structure to files and tcstle of recording;

information relating to Carer’'s Assessment andisesvprovided is kept
separate from the cared for person'’s file; and

that information is complete and cross-referenesdgppropriate.

Trusts should consider ways in which carersbhmasupported beyond the end of the
caring role.

Trusts should review:

the roles and responsibilities of staff to ensymerapriate use of skills and
resources; and

their caseload management systems to ensure resane appropriately
targeted and workforce plans are fully informed.

Trusts should ensure that carers are fullydtes on any methods of communication

being developed in regard to the person(s) they fcar- especially methods of
communication being developed within the home.
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Support Service - Chapter 5
12. Trusts should ensure that the role of Careosbdftlinator in their area, regardless of

where it is located, is actively supported by ae€=irSteering Group which comprises
senior managers from all Programmes of Care aret<ar their representatives.

13. Trusts should:

challenge the perception that all support for caneust be delivered by the
Trust or its staff;

ensure that staff are aware of the range of suppocdarers in their area and
actively encourage carers to avail of this support

facilitate staff in finding new sources of help farers within or outside the
Trust.

14. Trusts should explore development of moralleed support services for carers
which offer a wider range of high quality servieehin their own localities.

15. Trusts should consider ways in which they cetitelp proactively support individual
carers. In particular, attention should be paidaers who may not wish to join

groups or who are unable to do so because ofdgkegraphic location or personal
circumstances.

16. Boards and Trusts should ensure that:
services are provided on the basis of assessedanédahlanced risk analysis;

limits to service provision, if any, are expliaiggotiated and agreed with
service commissioners; and

consistent demand in excess of service capadcitieigified as unmet need for
planning processes.

17. Trusts should ensure that, as far as possibblegrvices and particularly out-of-hours
services meet the needs of individuals and reshentwishes.

18. Trusts should review their out-of-hours pramisto ensure that it is:
“user friendly” and easy to access; and

responsive to service breakdowns within specifiee frames.
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Information for Service Users - Chapter 6

19. Trusts and partner Agencies, should examingvéhethey develop information and, in
particular, ensure that this information is compredive, up-to-date, accessible and
actively promoted to carers.

20. Boards and Trusts should ensure that:

the system for managing Direct Payments and, pdatly the burden of
financial accountability, is simplified;

Direct Payments are actively promoted to older peapd their carers and if
refused by them the reason is clearly recordetdércase file; and

reasons for refusal of Direct Payments are regutadnitored to inform any
further review of schemes.

Workforce Planning, Workforce Management, Traininggupervision and Support -
Chapter 7

21. Trusts should monitor their “family friendlybficies and procedures to ensure that
they:

are adequately resourced;
are actively promoted;
are consistently applied; and
identify and support staff members who are alsersar
22. Trusts should ensure that team leaders arepygtely supported to ensure that staff
have regular and consistent access to supervisitamel with Trust policies.
Human Rights and Equality - Chapter 8
23. Boards and Trusts should ensure that they m&adanisms in place to:
identify emerging migrant groups in their area;
assess the needs of these groups; and

create partnerships with appropriate organisatiorinlp meet the needs
identified.
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2.1

2.2

Background to the inspection

The need for an inspection of social care sum@ovices for carers of older people
was identified during the consultation on the SloServices Inspectorate’s (SSI) roll-
forward inspection programme for 2002-2005. Trspeattion was considered timely
given the work that is underway by the Promotingi&ldnclusion Working Group on
Carers in relation to progressing the recommendatod the Department of Health,
Social Services and Public Safety repgastuing Carers — Proposals for a Strategy for
Carers in Northern Ireland This paper sets out the aim and objectives anplose of
the inspection, the inspection focus, the policytet, the timescale for the
inspection, the scope and the locations to be aisgethe inspection team, co-
ordinator brief, an outline of the Draft Standadéseloped, methodology, feedback
arrangements and how the findings of the inspeastitirbe used. A separate
literature review in relation to carers’ issueslalko be published.

Aim and objectives of the inspection

The aim of the inspection is to assess thenekevhich social care services for carers
of older people meet their needs and comply wighptblicy objectives olPeople

First: Community Care in Northern Ireland in the®; the recommendations of
Valuing Carersand the requirements of the Carers and Direct BaigrAct (Northern
Ireland) 2002 in relation to a carer’s right toegparate assessment of her/his needs.

The main objectives of the inspection are to:

establish the type, range and volume of currerniakoare support services for
carers of older people;

consider the structure, organisation and manageaiesuicial care support
services for carers of older people in relatioagsuring quality and managing
the performance of these services;

determine the extent to which Boards and Trustsameplying with the
requirements oPeople Firstthe Carers and Direct Payments Act 2002 in
relation to the carer’s right to a separate assessof his/her need, and the
recommendations &faluing Carersin respect of social care support services
for carers of older people in relation to:

- identification, assessment of need, care plannmgraview;

- provision of information and training;

- provision of services that actively promote indegence, respond to
carers’ identified needs outcomes, which listearid respect carers as
partners in care giving and which are reliablegtynflexible, accessible,
supportive and adaptable to changing need andnegtances; and

- promotion of choice, equality, social and life oppaities.

consider how carers of older people are involvedecisions about the
provision of services, individually and collectiyednd examining how services
are organised and delivered;

consider the resources currently allocated toahea of work and identify any
areas of unmet need,

identify and promote good practice; and

provide a report and make recommendations as regess

48



2.3

3.1

4.1

This inspection will establish the nature, magd quality of social care support
services for the carers of older people commissi@mel provided by Boards and
Trusts on a direct or partnership basis. This béllachieved by completing a review
of the available literature, developing and agrgeirset of standards, establishing the
type, range and volume of current service provisrcarers of older people,
conducting an audit of current service provisiondarers of older people, to include
the way in which carers of older people are invdlirethe provision of services,
individually and collectively and examining how giees are organised and delivered.

Inspection Purpose

The inspection will help refine issues for It examination, highlight good practice
and provide the basis for self-audit by organisetiproviding social care services to
the carers of older people. It will also make raogendations, which will guide
commissioners and providers of social care supg@sktices in respect of areas
requiring further development or change as welhtmming Government policy.
Finally, it will set out what carers can and showddsonably expect from social care
support services and from the organisations comaomig) and providing them.

Inspection Focus

The focus of the inspection is social care supgervices for carers of older people
with a particular emphasis on the impact of theseises on carers and the caring
role. This includes reviews of the services and fothat is recognising the carer as a
partner in the development and review of servicEse Draft Standards developed
will apply to any social care services that settougupport carers. Such services will
include:

information, advice and counselling;

domiciliary care, including help with personal carel domestic tasks;
respite/breaks in the home and in an appropriagidestial setting;
help with disablement equipment and home adaptgtion

meals;

laundry;

day care;

help with transport;

carer support groups and emotional support;

rehabilitation;

out-of-hours social work service response;

help lines; and

residential care.
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4.2

5.1

5.2

5.3

5.4

There are three dimensions of social servitesaction with carers. These are:
(a) as a person in receipt of services designedpport them in their caring role;

(b) as a key person to be consulted in relatidheémeeds of the cared for person and
how services are designed and delivered to mes¢ theeds; and

(c) as arecipient of social services in histhen right as a client.
The inspection will focus on the first two of tkedimensions.

While these standards focus on carers of olderlpetiey will be relevant to other
carers who use services.

Policy Context

People Firstcontinues to provide the policy focus for actioesigned to ensure that
all users of community care services, includingecgrhave access to high quality and
responsive care in the setting most appropriatedio needs. These services should
optimise choice, promote independence and ensuine$a and equity. A central
objective of the Department’s community care pol&ito ensure that service
providers make practical support for carers a Ipigbrity”.

A very large number of those people who receiveroamity care services to help
them to manage their own lives are dependent onareeand support of a carer.
Government policies for community care depend igdgart upon the continuing
contribution of carers; indeed carers are incrgggiseen as forming the backbone of
caring for people in the community.

Valuing Carers considered that “the most important and far-reegchmprovements

in the lives of carers will be brought about by mhes in the way statutory agencies
and other bodies view and treat carers”. The muwgtamental conclusion was that
carers “should be recognised as key partners iprih@sion of care”. Whilst many of
the Report’'s recommendations were considered pgessithout incurring significant
costs, it was nevertheless considered “that iitéd to invest in improving services to
support carers”.

The Carers (Recognition and Services) Act 188B¢ch came into force on 1 April
1996, gave carers in Great Britain a right on ret (&t the time the person they care
for is assessed for community care services) tasaessment of their ability to care
and to continue caring. Although that Act did egtend to Northern Ireland, Health
and Social Services Boards and Trusts were regbiyelde Department from 1 April
1996 to assess the needs of carers here, if sestql

Subsequently, the Carers and Direct PaymeritéNacthern Ireland) 2002 set out a
requirement for Trusts to inform carers of theghtito a separate assessment of their
needs and placed an obligation on the Trusts tdifgieand to provide information to
carers. The Act also makes it possible for carersceive services in their own right
and allows them to be considered for receipt oé&iPayments as an alternative to
direct service provision.
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5.5

5.6

5.7

6.1

From April 2003, the Act imposed a duty on Tsus identify carers, to provide them
with information on services available and to ofissessment of their need for
services. The aim is to promote an approach, winghnoves practice, not increasing
bureaucracy but providing the opportunity for asessment of carer need without an
elaborate or bureaucratic procedure.

Early intervention individually tailored to timeeds of the carer and the person being
cared for can be crucial in avoiding breakdowrhia ¢aring situation and good
assessment processes are key in developing apggeand quality services for carers.
The carer’s assessment should be focused on igiegtiivhat information, training or
services are required to support the carer.

All carers providing or intending to provide came @regular and substantial basis
have a legal right to have their needs assessethandsults of the assessment should
be recorded separately from that of the persongbzaned for.

Timescales for the inspection
The following timescales have been established:

formal consultation on draft standards with Boardséts, the Voluntary Sector,
Private Sector, Education and Training Sector amchi@unity Organisations July
2004 — Feb 2005;

development of methodology and initial planningiftspection November 2004
May 2005;

distribution, collection and analysis of questioinesifor carers of older people
March/April 2005;

distribution, collection and analysis of questionesito all 11 Health and Social
Services Trusts which provide social care servigad/May 2005;
fieldwork/analysis of finding in each Trust seletter inspection June 2005 —
May 2006;

collation of overview inspection report on the #esiand launch of the report
October 2006; and

dissemination of findings November 2006 onwards.
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7.1

7.2

7.3

7.4

8.1

Scope of the inspection and locations to be irsged

The fieldwork elements of the inspection waké place in 1 Trust in each Health and
Social Services (HSS) Board area and will focushemnature, range and quality of
social care support services for the carers ofrgldeple.

Inspectors will examine cases relating direttilgarers and where appropriate cared
for people to consider the work undertaken wittecsafor older people at each stage
of their involvement with social services from iaitreferral through to closure.

The Trusts to be inspected, with proposed tales, are:

Down Lisburn Trust, 31 May — 10 June 2005, (Eask®$ Board area);
Sperrin Lakeland Trust, 12 September — 23 Septe@0@5, (Western HSS
Board area);

Craigavon & Banbridge Trust, 14 November - 25 Noken005, (Southern
HSS Board area); and

Homefirst Trust, 3 March — 16 March 2006, (Northel®S Board area).

While the fieldwork component of the inspectisiiocused on these 4 Trusts, all 11
Trusts which provide social care services will gpate in the completion of
guestionnaires regarding their own services anitittdig access to carer’s to
encourage them to complete a ‘carers questionndires hoped to have 50 completed
questionnaires from each Trust area. This willate a regional background to the
fieldwork inspection.

In addition to this, Advice NI are facilitating a&ss to advice workeegross the

region who will help to identify carers who havéélé or no contact with Trusts so that
their views can be sought. In excess of 400 qusdires are being circulated
through this process.

Inspection Team

A unidisciplinary team has been establishadke forward the inspection. The team
consists of

Mrs Maire McMahon - Inspection Manager

Mr Pat Newe - Social Service Inspector
Mr Joe Blake - Project Manager

Mr John Park - Sessional Inspector

Mr Ronnie Carser - Lay Assessor

Dr Patricia McDowell - Statistical Support

The inspection team may also from time to timeudel other full or sessional staff
from within SSI.
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9.1

9.2

9.3

10.

10.1

11.

111

Co-ordinator in each Trust

The Trust participating in the fieldwork elerhehthe inspection will be expected to
have identified a Co-ordinator to facilitate thepection process. This Co-ordination
process will include:

collation of statistical information;

completion of pre-inspection questionnaires; orgamon of visits and meetings;
temporary transfer of case files;

facilitating access to staff, service users aném#gencies/individuals; and
generally facilitate contact between the Trust dnedinspection team.

The Project Manager will work with the Co-oralior to draw up a programme for the
inspection and outline the methodology of the fiaddk.

To facilitate the inspection an office will keguired in each Trust's area as a base for
the inspection team. Inspectors will also regaireess to a desk, secure filing cabinet
and a meeting room.

Draft Standards Social Care Support Services faCarers of
Older People

The inspection will consider practice agaihstagreed draft standards, which have
already been issued, in relation to:

planning, commissioning, delivery and review ofiabcare services;
assessment, care planning and review;

support services;

information for service users;

workforce planning, workforce management, traingigpervision and support;
and

human rights and equality.

Methodology
Inspection methods will include:

the collation of specific data from all Trusts wihigrovide social care services;
the collation of specific data from each of therdsks to be inspected;
examination of relevant HSS Board and Trust infdroma

a written survey of carers; and

a written survey of Trust services, planning anacpsses.

Fieldwork will include:

an examination of a random sample of referrals;

an examination of carers’ own files;

an examination of cared for persons’ files wherg téfers to carers’ needs;
appropriate Trust policies and procedures; and

an examination of literature/information availabdecarers.
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11.2 The fieldwork will also include interviews Wit

carers;

carers’ support groups;

cared for people;

Trust frontline staff;

senior Board and Trust staff;

key personnel from other involved disciplines; and
key personnel from other involved agencies.

11.3 Samples will take account of Trust size angsTpopulation as well as reflecting key
categories contained in section 75 of the Northeriand Act 1998.

12. Feedback

12.1 At the completion of the fieldwork, verbal diéae feedback will be presented to
senior managers in the Board and the Trust. A deabrt will be issued for a factual
accuracy check at the completion of the inspedhdteeping with Circular No. HSS
(EC) 1/94. At the completion of the fieldwork it 4 sites an overview report will be
prepared and its findings widely disseminated.

13. Findings of the inspection

13.1 The findings of the inspection will be used to
improve support for carers of older people in tamxmunity;
contribute to the development of social care sesvsfor carers of older people;
contribute to enhancing professional practice, rgament and monitoring

arrangements; and
inform policy development.
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DRAFT STANDARDS FOR THE INSPECTION OF SOCIAL CARE SUPPORT
SERVICES FOR CARERS OF OLDER PEOPLE

Introduction
The draft standards for the inspection of socia¢ capport services for carers of older people
have been developed to assist the process of itm@pend will enable the members of the
inspection team to consider social care suppovices for carers of older people in a
consistent and systematic way. It is anticipaked they will provide the foundation for
informing best practice and assist in developirggglanning, delivery and ongoing
monitoring of services.
The Inspection Reference Group
An inspection Reference Group was established lojaE8ervices Inspectorate to assist in
the development of the standards and associatediari The reference group comprised
individuals and representatives from a wide rarfigegencies from across Northern Ireland,
including:

carers’ organisations and carers;

Health and Social Services (HSS) Boards and HSStS;ru

voluntary and community organisations, including/se providers;

academic and policy interests; and

members of the inspection team.
The reference group undertook the following kegsdahsks:

ensuring the representation of organisations aadipinterest areas;

participating, as appropriate, in working groupd aroviding advice and comment on
the inspection, including:

- the scope of the brief;

- the inspection process; and

- the instruments to be used, including the stand#tdsature review, questionnaires
and any other inspection documentation;

agreeing the final standards to be used for thpqaas of the inspection; and

acting as a discussion forum for general findingssues at key stages during the
fieldwork process.

The standards and criteria have been developeshisuttation with the Inspection Reference
Group, Board and Trusts, voluntary organisatioegrasentatives of the Indian and Chinese
communities in Northern Ireland and the views akcawho have experience of social care
support services. In addition the standards haea Influenced by:
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a review of existing standards;
a review of a wide body of literature and reseangltarer support; and

a formal consultation process with all HSS Boatdsal Health and Social Care
Groups, HSS Trusts, HSS Councils, Trauma Advisanyels, Universities and Colleges
and over 80 groups and independent sector providéesting section 75 of the
Northern Ireland Act 1998.

Legislation Underpinning the Standards

The basis for the draft standards and criteriarsvdd from the following main areas of
legislation, which impose certain statutory dubesBoards and Trusts:

The Health and Personal Social Services (Northetarid) Order 1972, and subsequent
amendments;

Chronically Sick and Disabled Persons (Northerfaird) Act 1978;
Mental Health (Northern Ireland) Order 1986;

Disability Discrimination Act 1995;

Northern Ireland Act 1998, specifically sectionréguirements;
The Human Rights Act 1998;

Carers and Direct Payments Act (Northern Irelarif)22

The Health and Social Services (Quality, Improvenae Regulation) (Northern
Ireland) Order 2003; and

The Protection of Children and Vulnerable Adult®(thern Ireland) Order 2003.

The Standards

There are 6 key standards; each supported by aernuhbriteria statements and examples of
evidence. The criteria statements are the compsleat the inspection team will consider
when determining the extent to which services cgnapih the expectations contained in the
standards. The 6 key standards are:

oA WNE

Planning, commissioning, delivery and review ofiabcare services;

Assessment, Care Planning and Review;

Support Services;

Information for service users;

Workforce planning, workforce management, trainsupervision and support; and
Human Rights and Equality
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1.

Planning, commissioning, delivery and review afocial care services

Standard Carers and/or carers’ representative orgaisations are actively involved in

the planning, commissioning and review of social ca services.

Criteria

1.

10.

11.

12.

Boards and Trusts have a clear written policy fenpoting carer involvement and there
is a commitment, and evidence of same, at eves} Iavthe organisation to ensure that
carers are fully involved.

Carers are actively made aware of mechanisms implg, commissioning and

delivery of services and they and/or their represt@re organisations are actively
involved in planning, and commissioning, decisianih regard to the range and type of
services that would meet their needs.

Information collected by Trusts to identify and ntonunmet needs is informed by
collating information from individual assessmemtse plans and reviews. There is a
mechanism to ensure that this information infortasping, service delivery and policy
development at Trust, Board and Departmental level.

Carers are involved in identifying and assessiutglloeeds.

Carers’ needs, views and aspirations are reflantsdrvice standards and service
activity.

Carers are encouraged and facilitated to develdmparate their own self-help
services.

Carers and/or their representative organisatiomsetively involved in promoting
service effectiveness and continuous improvemeal iaspects of social care service
provision.

Carers and/or their representative organisatiomsetively involved in reviews and
evaluations of services in the Boards and Trustasar

Carers and/or their representative organisatioreive appropriate support, training
and information to assist their involvement in pieoy, commissioning, delivery and
review of services.

The Boards and Trusts service planning processesqte an equitable pattern of
community social care support services.

Boards and Trusts monitor and evaluate carer imvobnt and the outcomes of this
involvement.

Public consultation is promoted and publicised Wide ensure the full participation of
carers who have not yet been identified by the &dawust.
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Examples of evidence
Boards’ and Trusts’ policy statements.
Boards’ monitoring of care services and uptake.
Consultation planning meetings.
Published information/media coverage.
Boards’ and Trusts’ service planning process.
Questionnaires/evaluation studies/audits.
Records/minutes of meetings.
Public consultation.
Standards.
Needs assessment/unmet need policy/procedures.

Interviews with carers, staff and agencies.
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2. Assessment, Care Planning and Review

Standard Carers benefit from convenient, easy to @sservices through effective
person-centred assessment, care planning and revi@srangements.

Criteria

1. The Trust has policies and procedures in placechvbiipport best practice in relation
to:

receiving, screening and opening cases;
assessment, care planning, review, and case cjosure

establishing the main carer and dealing with tiseltgion of potential conflict
between different carer interests;

record keeping and the management of records; and
the effective management of staff workloads.

2. Carers’ independence and choice are promoted thrpegson-centred assessment, care
planning and review arrangements that:

are carried out by appropriately qualified staff;
are timely, understandable and needs-led;

involve carers as active participants and contafsjtand provide access to
independent advocacy where appropriate;

effectively combine health and social care issneslving all relevant
professionals;

minimise the need for carers to repeat basic infbion;
recognise the diversity of carers;

promote social inclusion;

screen for possible entitlement to social securéyefits; and
are carried out in a time and place suited to tetrof the carer.

3. Assessment, care planning and review proceduresaiatount of carers needs
including risk assessment and identification of ehneed.

4. Assessment and care planning records cover maas,aach as carer’s role, breaks and

social life, physical well being and personal sgfetlationships and mental well being,
accommodation, finances (including benefits maxatias), work, education and
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10.

training, practical and emotional support, widesp@nsibilities, future caring role,
emergencies/alternative arrangements, accessotonaftion, agreed outcomes,
complaints and challenges, review and charging.

Care plans for carers are:

comprehensive and build on carers strengths, iyamtieds as well as addressing
and clarifying eligibility for services;

clear about what is of value to carers in theedif/le;

acknowledge and deal with tensions that may aede&den the needs of the carer
and the needs of the person cared for;

identify the elements of service required to supgiue carer and make clear the
intended outcomes of each element; and

include service contact arrangements in and ouneofs.
Trusts have explored ways (e.g. a care plan/infoomaheet/diary retained in the
person’s home) having regard to confidentialityjeklbensure effective day-to-day
communication between different care workers, #ireicand others as appropriate.
This information should include:

who the care workers are;

what they are assigned to do and when, includimgiseof discretion if any; and

how they can be contacted.
Case records demonstrate carers’ involvement india assessment, planning and
review of care e.g. care plans and reviews sigiyathler and case worker, record of

attendance at reviews, copies of care plans anelws\given to carer.

There is agreement with the carer about the invoérg and contribution of other
agencies and professionals to the process and #imshharing of personal information.

The carer is provided with a copy of the care @lad the agreed plan is implemented

with review dates identified and the responsil@$itof other agencies agreed and clearly

assigned and the carer is provided with a cophe@fplan and any review or update.
Monitoring and review arrangements are in placackh
re-assess whether the type and volume of servieestii maximising
independence and providing the best outcomes éocdber; and

lead to revision/confirmation of the plan with aarand all appropriate
agencies/staff/professionals.
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11. There is a clear process whereby information frodividual assessments, care plans
and reviews, including unmet need, is collated|ysmeal and used to plan the delivery of
services and policy at Trust, Board and Departniéexal.

Examples of evidence

Policies, procedures and guidance for staff, f@aneple in relation to assessment, care
planning and review, recording and workload managgm

Case records including care plans.

Review records.

Cared for person’s care plan takes account of sareeds.
Advocacy arrangements.

Systems in relation to unmet need.

Interviews with carers, staff and agencies.

Training on communication regarding record keegind day-to-day communication.
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3.

Support Services

Standard Carers have access to a range of qualitgiwices that meet their identified

need.

Criteria

1. The Trust works in partnership with carers to pdeviesponsive and accessible support
systems to meet their individual needs and ensaumgraiity of support.

2.  Carers have the opportunity to choose from a rafigervices.

3. Carers have access to a range of approaches agelobhservices to be used by social
care staff including individual support, counsedlicommunity development and group
work. This is based on person-centred approaeltesh develop new opportunities
and support for carers.

4.  Appropriately skilled and competent staff delivensces and pre-employmecitecks
are carried out.

5. Training for carers on areas such as hygiene, ngauimal handling, medical conditions
and administration of medication is provided. Suppwmfacilitate participation in
training is given.

6. Direct Payments are used innovatively and up-te-gabcedures and information for
carers/service users are in place. Carers aredaowith appropriate information and
supported to enable them to make use of direct patsn

7. Carers have access to support services at timebdabameet their needs including
access to interpreters, facilitators and signers.

8. Carers have access to emergency support in araf office hours.

9. Carers are made aware of any charge for care ssrwia timely fashion.

10. The system of charging for care services is tramspafair and consistent and it avoids
discrimination.

11. When carers want to comment about their serviezetts an effective mechanism for
listening to them and they know how to access it.

12. The complaints and comments systems work welldoers and are linked to
mechanisms to support continuous service improvémen

13. Carers are provided with support at the end otHrang role or where caring

responsibilities change (aftercare) including nefisrto other agencies where
appropriate.
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Examples of evidence

Information leaflets.

Services available and provided.

Charging policy.

Direct Payment documentation and uptake.
Case records.

Training programme.

Trust participation and research/audit/publicatiand quality awards.
Access to counselling.

Out-of-hours arrangements.
Comments/feedback system.

Complaints register.

Interviews with carers, staff and agencies.

Carer Co-ordinator/advocate/care liaison services.
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4. Information for service users

Standard Carers receive up to date comprehensive plished information about
social care services and other relevant informatiofrom the Trust.

Criteria

1. Information is produced and distributed in condidtawith carers and based on needs
identified.

2. Information published covers the nature, rangetgpés of services provided, including
services commissioned from other providers, hoactess them and includes, for
example:

eligibility and prioritisation criteria;
response times and service standards;
charging policy, if any;

contact arrangements in and out-of-hours;
confidentiality and data protection; and

comments and compliments process.

3. The Trust has published and distributed informa#ibaut the carer’s right to a separate
assessment and the process involved.

4.  Carers are provided with information in relatiorthe person cared for at appropriate
stages e.g. at times of change in care needs, sidmi® and discharge from residential,
nursing or hospital care.

5. Key information is produced, as necessary, in geaf user-friendly formats and
languages to ensure equal access for carers.

6. A named member of staff is responsible for ensuttiag information is accessible to
carers. This includes:

developing a database of carers in the Trust area;

developing a profile of their preferred informatifmmmats, ensuring that
information is produced in these preferred formars]

distribution to appropriate outlets.
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9.

Published information about services and informrmatelivery methods are regularly
reviewed and updated as necessary to take accboetvaand flexible methods of
communication.

Responsibility for review of information providesl ¢clearly assigned and the process
includes representation from carers.

Carers have access to information about complemeatalternative sources of help.

Examples of evidence

Policies and procedures, for example in relatioadress criteria, charging,
confidentiality and data protection.

Organisational service standards.

Collaborative working/consultation arrangementdweirers.
Published information.

Database of carers.

Circulation lists and distribution points.
Review/monitoring procedures/updating procedures.
Audits/carer feedback arrangements.

Interviews with carers, staff and agencies.

Carers’ induction pack.
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5. Workforce planning, workforce management, trainng, supervision and
support

Standard The Trust has a strategy in place to recmt, retain, support and develop

sufficient numbers of appropriately qualified and mmpetent staff with the
knowledge and expertise to deliver services to case

Criteria
1. There is a Workforce Strategy in place that enstivats

there is a clear organisational structure andtglafirole and function of staff at all
levels;

there are a sufficient number of staff employeth&et current and future service
needs including sufficient administration stafppiovide adequate back up; and

there is a defined career structure and opportdortgontinued career
development.

2. There is an effective workload management systeirstaif are regularly supervised in
their work. This will include supervision of:

caseloads, including the application of case opgeand closure policies;

casework intervention including line managemeneanng interventions and
signing of records; and

staff appraisal including identification of traigimeeds, continuing professional
development, promotion of evidence based practideaadit.

3.  The Trust monitors the implementation of the Wor&éStrategy and workload
management policy and ensures that relevant infi@mauch as staffing levels and
workloads inform planning and are acted upon.

4.  There is an overarching training and developmesn fat ensures appropriate
competence in the workforce including training pd@d on human rights and equality.

5. The Trust complies with the Northern Ireland So€lare Council employers code of
conduct and support staff to comply with these.

6.  All staff working with and making decisions aboetdces for carers complete basic
awareness training in the needs of carers.

7. The Trust ensures that social care workers arenmdd about government policy and
guidance related to services for carers in thetErasea.

8.  Carers are facilitated to contribute their expeareeaf the caring role and of services to
help train staff.
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9. Boards and Trusts have an overall strategy foca¥e organisational audit, which
involves the workforce, service planners and sesriteliverers.

Examples of evidence
Organisational structure.
Carer grade/senior practitioner.
Workforce strategy, including recruitment and rét@mpolicy.
Monitoring of staff who leave.
Workload/caseload management policy and systems.
Training development programme.
Supervision policy/records and staff appraisalguitecords.
Audit Reports.

Interviews with carers, staff and agencies.
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A.  PLANNING, COMMISSIONING AND REVIEW OF SERVICES.

1. Does your Trust have a written policy for promgtcarer involvement in Yes|
planning, commissioning and review of services? o N ?

If yes, please attach

commissioning and review of services:

If no, please describe the key ways in which carers [jaaite in the planning,

2. Are there any carer organisations operatingur yarea? Yes

No

2a)lf yes, please list the key carer organisations operatirygur area:

Organisation

Contact telephone
number

3.  How do you keep in contact with carer
organisations regarding planning
commissioning and review of services?

(please tick all that apply)

Formal tings

Informal meetings

Written camitation

Telephone conversations

No communication

Other (please specify below)

4. How frequently, on average, would
your Trust be in touch with carer
organisations regarding planning,
commissioning and review of services?
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At least caseeek

At least onceanth

At least ona=ethree months

At leaskeoawery six months

Less often than this

Never

o g b~ W NP
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5.

Does your Trust support these carer organisatioproviding services for

carers through...
(please tick all that apply)

funding?

support worker(s)?

use of premises?
information and advice?
other ways?

(please specify below)

Yes
1

No

8.

9.

6. Are individual carers involved in ...

identifying need?
monitoring services?

helping to meet need, through e.g., training, @eland counselling?
other roles or services? (please describe below)

Yes
1

7. If yes, are individual carers trained ..
to identify need?
to monitor services?

to meet need, through e.g., trainatyjice, counselling?

in other roles in which they are inved? (please describe beloy

Yes
1

N/A
3

)

Is carer input to these processes monitored?

No

Yes

If yes, which post-holder(s) have responsibility for ntoring carer input to these

processes?
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B. ASSESSMENT, CARE PLANNING AND REVIEW

10. Does your Trust have a written policy which supgort Yes
screening and opening of cases? No ?

If ves, please attach

11. Does your Trust have a written policy which supgort Yes
assessment, review and closure of cases? No

If yes, please attach

12. Does your Trust have a written policy which support Yes
establishing the primary carer? NQ

If yes, please attach

13. Does your Trust have a written policy which supgort Yes
dealing with conflict between carers? N@

If yes, please attach

14. Does your Trust have a written policy which supgort Yes
record keeping and management of records? INo

If yes, please attach

15. Does your Trust have a written policy which supgort Yes
management of staff workloads? Ng ?

If yes, please attach

16. Do all carers known to the Trust receive their own Yes
assessment? No 2

17. Which post-holder(s) have responsibilitydarrying out individual carer assessments?
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18. Are other professionals involved in the assessment? Yes
No

19. If yes, which other professional(s) are most likely tarmelved?
(Please rank in order with those most likelye involved ranked as 1 and so on)

1)

2)

3)

4)

5)

20. Is the carer's assessment linked with other ass#snsuch as Yeg
that of the cared for person? No ?

21. Please give some key examples of how congideria given to carers’ individual
circumstances in terms of age, gender, religidmietty, marital status, dependants,
disability, income level and other issues.

22. lIs information from individual cases collated tedify Yes
unmet need and inform future services? Npo

23. If yes, which post-holder(s) have responsibility for atithg this information?

24. Does the assessment (and care planning process) S | Yo
include giving information to the carer on ...
ights?
ongplaints?
mergencies?
ther issues? (please specify below)
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25. Do care plans (either for the carer or cared fos@®) ...

acknowledge confidentiality?
look at information sharing?

demonstrate the carer’s involvement in the camamphg process?

build on strengths?

cover needs?

acknowledge tensions between carers?
identify key workers?

identify contacts?

identify emergency cover?

26. Does the primary carer receive a copy of care flans

27. What is the maximum period One month
between reviews of care plans? Threaths
Six months
A year

Longer than this

Yes
No

Only at request of carer
Care plans are not reviewe

C. ACCESSTO A RANGE OF SERVICES

28. Where appropriate, are carers offered ...

counselling?

respite?

group support?

community support?
interpretation services?
facilitation?

signing?

training in moving and handling?
training in medicine management?
training in hygiene?

other training or services?

(if yes, please specify below)

Yes
1

No

N o o~ W N P

Yes
1
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29. Do all carers receive information on the availapitf Yes
direct payments? No
30. What proportion of carers known to the Trust All
take updirect payments? More than half
About half
Less than half
None
Don’'t Know
31. Does your Trust charge for any services to carers? Yes
No
If yes,

31a) which services does the Trust charge for?

and

31b). Do all carers receive written information on chagf Yes
No

If ves, please include a copy of this information withuyoeturn.

32. Does your Trust have a register of carers? Yes
No

If yes,

32a) How many carers are on the register? ]

33. If your Trust does not have a register, does éndtto establish Yes

one? No
If yes,

33a) When is this register likely to be compiled?

75



General comments and complaints procedures:

Yes No
34. Are there procedures for ... ' ?
complaints?
comments?
35. If yes, are these monitored? Yes
No
36. If yes, which post-holder(s) have responsibility for moning?
37. Are services or supports offered to the carer wheir caring Yes
role ends? No

D. INFORMATION

38. Is information for carers made available in a raaf®rmats and Ye

Uy

languages? No

If yes, please attach

39. Is written information supplied on ... Yes

eligibility for services?

response time from referral to assessment?

likely time from assessment to provision of seeg’?

contact arrangements?

other aspects of services? (please specify below)

If yes, please attach
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40. Is written information supplied to all carereavpresent Yes
on their rights to separate assessments? No

If yes, please attach

41. Is there a designated person who develops, cobaigseviews Yes
carer information? No

42. If yes, which post-holder(s) have this responsibility?

E. WORKFORCE PLANNING

43. Is there a written workforce strategy? Yes

No

If ves, please include a copy of this strategy with y@tuarn.

44. s there regular supervision of all social cardf stevolved with Yes
carers? No

If yes,

44a) How often is this carried out? At least once a rhont

At least once every three mont
At least once every six months

Less often than this

44b) Does supervision include a formal staff aggalatomponent?

44c) Does this inform the Trust’s training plan?

Please provide a copy of the Trust’s training plamwith your return
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45. Is there regular monitoring of secondary providees,
voluntary and private organisations?

If no, please go to Q46

If yes

45a) Which post-holders have responsibility fosthi

Yes

o]

and

45b) How often is monitoring carried At least once a month

out? At least once every three months

At least once every six months
Less often than this

45c¢) What does this monitoring entail?

45d). Are carers involved in this monitoring?

Please include monitoring documentation with your eturn.

46. Are carers involved in staff training?

78

No

No

Ye
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F. EQUALITY

47. Does the Trust have written policies on equality? esy

No

If ves, please include a copy of these with your return.

48. Is training provided on equality and human riglats t Yes
all staff involved with carers? No
49. Are trust policies and procedures equality proofed? Yes
No

If no, please go to Q50

If yes

49a) Which post-holder(s) have responsibilitytfos proofing?

49b) How often is proofing carried At least once a month

out? At least once every three months

At least once every six months

Less often than this

49c) Are carers involved in the proofing? Yes
No
50. Does your Trust monitor uptake of services for raom an Yes
equality basis? No

If yes, please include documentation relating to this wahr return

AW N R

This is the end of the questionnaire.
Thank you for your cooperation.
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