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1. Introduction
We welcome the publication of East Renfrewshire Carer’s Strategy written in
collaboration with unpaid carers and our partners in response to The Carers (Scotland)
Act 20162. In recognition of the significant and valuable contribution unpaid carers
make to the health and wellbeing of the citizens of East Renfrewshire we also welcome
wholeheartedly the extended and enhanced rights the implementation of “the Act” on
1st April 2018 introduces to carers.
We are facing challenges together, both demographic and financial. Aligned with this
we know the number of unpaid carers is rising. In acknowledging the importance of
each carer’s role in the sustainability of our services and maintaining strong
communities we must also take into account the impact caring can have on the life of
the carer. In East Renfrewshire we are committed to working together to improve the
lives of unpaid carers and to supporting them to maintain their health and wellbeing.
We are also committed to ensuring that Young Carers are children first and foremost.
That they are valued, nurtured, inspired and empowered to reach their full potential
and that any caring roles that they undertake are appropriate and take account of their
age and maturity.
It is our ambition that unpaid carers are equal and valued partners in care, involved in
any decisions that may affect them and able to say they have choice and control in
relation to their caring role. This strategy sets out our plan on how we will achieve this.

Julie Murray
Chief Officer
East Renfrewshire Health and Social Care Partnership
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1:1 Who is a Carer?
Before reading further it is important to understand that the term ‘carer’ as used in this
strategy refers to someone who provides unpaid care for another person. This is not
to be confused with volunteers, or care workers who are often referred to as carers
but paid to care. The person receiving care is the ‘cared-for’ person.

•

A carer is anyone who provides or intends to provide unpaid care for another
person. The cared for person could be a family member, relative, neighbour, or
a friend and be any age. "Young Carer" as a carer who is under 18 years old or
is 18 years old and is still in school. "Adult Carer" as a carer who is a least 18
years old but is not a young carer.

•

A carer does not need to be living with the cared for person.

•

A carer can already be providing long or short term care for someone or
planning to. Their caring roles and activities can change over time.

•

Anyone can become a carer at any time and sometimes for more than one
person.

What is Caring?
There is no such thing as a ‘typical carer’. A carer can be caring for a person with a
physical or mental illness, a disability, frailty, or a problem with substance abuse, the
cared for person may have more than one condition, the carer may have their own
health issues. Caring not only includes the practical activities normally associated with
providing care – shopping, cooking, cleaning, help with bathing, it also includes
emotional support and the time spent worrying about someone; the so called “invisible
tasks” (Carduff, et al., 2014)1.
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How we will
know

How this will
happen

Carers will be saying
they are living a full life,
can maintain their own
health & wellbeing and
are able to access the
support they need to do
this easily.

Extending the range
and raising awareness
of community based
supports incl health &
finances; Telecare;
Improved online advice,
support and
information.

Our lives are
fulfilled and we can
support our own
wellbeing

Working Together with People who Care …

Carers will be saying
that they are listened to,
that they, and the
person they care for
have a positive
experience of planning
support.

Training; Access to the
right support at the right
time; Commissioning
services that focus on
the carer's as well as
the cared for person's
outcomes; Strategy
Implementation &
Review. NHS Universal
Pathway

Communication and
Engagement; Carers
Lead; Carers Census;
Involving Carers in the
development, planning
and resourcing of the
services that affect
them.

What success will
mean for carers

More carers will be
being identified at an
earlier stage and telling
us they feel valued and
involved with planning
support and the
services that affect
them.

Our caring
experience is
positive

We are identified,
respected &
involved

Our Strategy at a Glance

Carers will be saying
they have choice and
control with their role as
a carer and a good
balance with their life
outside caring.

Good Conversations;
Support to plan: Young
Carers Statement; Adult
Carer Support Plans;
Self Directed Support;
Carer Positive Award;
Eligibility Framework;
Short Breaks Statement

We have choice,
control and balance
in our caring role

3. The Context
National and Local Policy
All relevant national legislative and policy documents were consulted in the writing of
this strategy. The Carers (Scotland) Act 2016;2 Children & Young People (Scotland)
Act 2014;3 Caring Together – The Carers Strategy for Scotland 2010 – 2015;4 Public
Bodies (Joint Working) (Scotland) Act 2014;5 Self-Directed Support (Scotland) Act
2013;6 Getting It Right For Every Child (GIRFEC)7 are just some examples. Of these
documents some key pieces of legislation, policy drivers and strategies are of
particular importance to carers.
The Carers (Scotland) Act 20162 is the most recent legislation that directly affects
carer’s rights and sets out a wide range of measures to improve the identification and
provision of support to carers. Key duties for Local Authorities are:
•

to ensure all adult carers are offered an Adult Carer Support Plan (ACSP) and
young carers a Young Carers Statement.

•

to publish a Local Carers Strategy

•

to publish a Short Breaks Services Statement

•

to involve carers and carer organisations in the development, delivery and
review of any services that affect them and with the planning of the cared for
person’s hospital discharge.

•

to publish a local eligibility framework for carers whose needs cannot be met by
the provision of information, advice and support within the community including
short breaks from caring. Not all support that can be offered is subject to this.

•

to provide information and advice service for carers within the local authority
area
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The Public Bodies (Joint Working) (Scotland) Act 20145 legislates for nine national
health and wellbeing outcomes that apply equally across health and social care
services in Scotland, this means unpaid carers are able to have a clear understanding
of what they can expect in terms of improvements in their health and wellbeing. The
importance of carers in relation to the delivery of health and social care services is
reflected in the inclusion of support for unpaid carers as one of 9 high level outcomes.
National Health and Wellbeing Outcome 6: “People who provide unpaid care are
supported to look after their own health and wellbeing, including to reduce any
negative impact of their caring role on their own health and well-being.”
The Children and Young People’s Act 20143 takes forward the overarching approach
to supporting children and young people in Scotland Getting it Right for Every Child
(GIRFEC) 7. This approach encourages agencies like education and health and social
care to work together to deliver the right support at the right time for every child in
Scotland. The GIRFEC approach:
•

puts the best interests of the child at the heart of decision making

•

takes a holistic approach to the wellbeing of a child

•

works with children, young people and their families on ways to improve
wellbeing

•

advocates preventative work and early intervention to support children, young
people and their families

•

believes professionals must work together in the best interests of the child.

East Renfrewshire Integrated Joint Board (IJB) has the responsibility to plan and work
in partnership with voluntary partners, private sector partners and local communities
to achieve the outcomes of all of the above legislation for the people of East
Renfrewshire. For the delivery of Health & Social Care the delivery of this plan is
managed and co-ordinated by the Health and Social Care Partnership (HSCP).
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The HSCP’s strategic priorities are set out in our Health & Social Care Partnership
Strategic Plan (2018 - 2021)8. In line with National Health and Wellbeing Outcome 6
an agreed HSCP strategic priority outcome is that we will be, “Working together with
people who care for someone to support them to maintain their own health and
wellbeing”.
East Renfrewshire’s Children and Young People’s Services Plan 2017-20209,
Community Outcome 1 states: “All children in East Renfrewshire experience a stable
and secure start to their lives and are supported to succeed”. For Young Carers this
will be done by implementation of the Young Carers Statement within the GIRFEC
Framework and Carers Act. In East Renfrewshire our Education, GPs and Health &
Social Care services share joint responsibility to deliver this along with East
Renfrewshire Carers Centre.
The principles of Equality, Diversity and Human Rights are the basic rights for all
carers. We will work to ensure that carers are aware of their rights under this legislation
and that no carer is disadvantaged due to age; disability; gender reassignment;
marriage and civil partnership; pregnancy and maternity, race; religion or belief; or sex
or sexual orientation, in line with the Equality Act 201010.
All children and young people have an established set of rights and principles based
on the United Nations Convention on the Rights of the Child. These say that nobody
should treat a child or young person unfairly and that when adults make a decision
about a child or young person it is what's best for the child or young person that should
be the most important thing to consider. The child or young person must have their
say too. As an adult or young carer, being aware of their rights and those of the person
they care for can help both get fair access to things that most people take for granted.
3:1 Background
Key Facts and Figures
One in ten people across the UK are carers. That is 7million carers across the UK.
The economic contribution of these unpaid carers across the UK is estimated at
£132billion a year.
9|Page

Adult Carers
Scotland’s Carers11 a 2015 Scottish Government report estimated there are around
759,000 adult carers in Scotland. This means 17% of the adult population aged 16
and over in Scotland, are providing care to one or more people. Of these carers 41%
are male and 59% female. There are estimated to be over 171,000 carers aged 16+
caring for 35 hours a week or more. The Scottish National Census 201112 also shows
that 41% of adult carers said that they had a long term condition or illness.
Young Carers
According to the same report an estimated 4% of the under 16 population in Scotland
are young carers. That means 29,000 young people aged 4-15 are providing care for
someone. Children living with a lone parent were more likely to be carers (6.6% are
carers) than children living with two parents (2.5% are carers). It can be difficult to
identify young carers. Scotland's 2011 Census12 identified just over 10,000 young
carers aged under 16. In 2014, schools in Scotland identified nearly 1,200 school age
children with additional support needs because they are young carers.

Young adult carers
From the Scotland's 2011 Census12 we estimate that there are some 360,000 young
adult carers. This equates to some 171,000 16+ carers – caring for 35+ hours per
week
Caring Relationships
Family members account for 90% of the total carer population. Over 80% are part of
a couple with the next largest group being one parent families. Young carers are more
common in lone parent families. 14% of families with no dependent children include a
carer and 4% of families with pre-school children. The statistics tell us only part of the
caring story. Caring relationships can be very complex. Each carer may care for more
than one person; and people may have more than one carer.
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Early identification of carers can help prevent crisis developing and make for better
outcomes for the carer and cared for person but this can be difficult for many reasons.
•

Acceptance of the identity of carer means acknowledgement that the other
person needs care which can be difficult for one or both parties to do (Carduff,
et al., 2014)1.

•

The two primary sources of data for carers are surveys. The Scottish National
Census (2011) and the Scottish Health Survey (2012/13)13. When completing
surveys people often don’t recognise their family member, friend or themselves
as a carer as caring is seen as natural to being part of a family or in a friendship.

•

Many people don’t identify as a carer until they reach key junctures such as
giving up employment to care (Carduff, et al., 2014)1.

The Economic Impact of Caring
Taking into account the significant economic contribution of unpaid carers across the
UK as might be expected the more care that is being provided the less that person will
be active within the wider economy. Economic inactivity seriously impacts the lives of
working age carers. The majority of those who care between 20 and 34 hours a week
are aged 50-64, and those spending over 35 hours are between 25 and 49 years old.
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Above we see the diversity of carers and their circumstances. Carers are in all social
groups, but it is those in the most deprived areas that Carers provide the most hours
of caring. Whilst a snapshot has found that 17% of the population in Scotland are
caring, the number of us that will do so in a lifetime will be far higher. Caring intensity
is on a spectrum; with most carers providing up to 20 hours; a quarter 20-49 hours
and almost 20% over 50 hours. Most carers are women, but so too are many men;
people of all ethnicities and ages contribute to caring.

Current support for Carers
•

In Scotland 2017 / 2018 around 7 in 10 unpaid Carers aged 4 and over reported
receiving no help or support (69%). The most frequently cited form of support
was help from family, friends and neighbours (19%).

•

The second most common form of support reported was the carer’s allowance.
Of those eligible to receive carer’s allowance (those who provided 35 hours or
more of unpaid care per week) 31% reported that they were in receipt of the
benefit.

•

Advice and information, a personal assistant/support worker/community nurse
or home help, short breaks or respite, practical support or counselling or
emotional support were each received by 6% or less of all carers.

•

Less than 1% of young carers reported receiving help from teachers at school
or social activities and support.
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How unpaid care is being provided in East Renfrewshire
From the available data we know that in East Renfrewshire caring commitments
increase with age. The greatest number of adult carers are over 65-years old. We also
know 67% of carers care for someone over 65.
In the age range 50 to 64, 29% of carers provide in excess of 20 hours care a week.
We are an ethnically diverse area and within our Asian community over 4% of the
population provides over 20 hours of care a week.
As we plan with young carers, it is worthy of consideration that although the under 25s
account for a smaller proportion of unpaid carers, they are providing roughly the same
amount of care as the middle band of 50 to 64 year old carers.
From our planning in East Renfrewshire we know that most carers (41%) have been
caring for between 1 to 4 years. That amongst older adult carers in East Renfrewshire
there are slightly more male carers, overall however, 6 out of 10 females in the total
carer population account for an unpaid caring role. As might be expected family
members account for 90% of the total carer population. Over 80% are part of a couple
with the next largest group being one parent families.
The impact caring can have on the carer’s wellbeing is well documented. In East
Renfrewshire 98% of carers who had completed a carers assessment in the past three
years said caring had impacted on their emotional well-being, 84% also said it had
impacted on their living environment and 67% said it had impacted on their health.
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3:2 Working Together
East Renfrewshire Council’s vision is to be “A modern, ambitious council creating a
fairer future with all”. Our partnership vision statement is "Working together with the
people of East Renfrewshire to improve lives". We will achieve this by:


Valuing what matters to people



Building capacity with individuals and communities



Focusing on outcomes, not services

These 'integration touch points' will be used to guide everything we do as a
partnership.
Our Partnership’s Priorities
The HSCP’s Strategic priorities focus on people being able to receive advice,
information and support closer to where they live and any required care and support
being delivered in their own home. Our community led support work is currently
developing the ways citizens are able to access the range of services on offer locally.
This will mean carers are able to receive advice, information and support on first
contact whether that be with East Renfrewshire Carers Centre (ERCarers), another
partner organisation such as Voluntary Action East Renfrewshire (VAER), in person
at a Talking Point or with the HSCP.
Our Localities
East Renfrewshire plans across 2 localities, Eastwood is the largest of our localities
and accounts for the greatest number of unpaid carers with Levern Valley having the
least, reflecting its smaller population.

The 2 localities share similar population

characteristics across the age bands, Levern Valley has the largest proportion in the
age range 25 to 49-year olds whereas Eastwood has the largest number in the age
band 50 to 64. Through planning arrangements our localities will develop approaches
to involve carers in local arrangements.
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Our Key Strategic Outcomes
•

Working together with children, young people and their families to improve
mental wellbeing

•

Working together with our community planning partners on new community
justice pathways that support people to stop offending and rebuild lives

•

Working together with our communities that experience shorter life
expectancy and poorer health to improve their wellbeing

•

Working together with people to maintain their independence at home and in
their local community

•

Working together with people who experience mental ill-health to support
them on their journey to recovery

•

Working together with our colleagues in primary and acute care to care for
people to reduce admissions to hospital

•

Working together with people who care for someone ensuring they are able to
exercise choice and control in relation to their caring activities

From our community planning work we know that:
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From the implications of this information and our review of our first strategic plan, we
are aware that we still face significant challenges.
The Implications:
•

Both our youngest and oldest populations are increasing these are the groups
which are the greatest users of universal health care services

•

People over 80 are the greatest user of hospital and community health services
and social care. East Renfrewshire is attracting people of this age because
more retirement and care homes and choosing to open in our area.

•

People with complex health conditions and profound and multiple disabilities
are living longer and require intensive health and social care supports

The Challenges:
•

Increasing numbers of very old people who are at risk of frailty, dementia and
often experience loneliness;

•

Residents including many of our young people reporting concern about poor
mental health and wellbeing

•

Despite good overall population health some of our communities continuing to
experience shorter life expectancy and poorer wellbeing

•

Although people and their families tell us that they would like to be cared for
and die at home more people are going into hospital than ever before

•

People and their carers report that they do not feel that their care is well
coordinated and that they don’t have choice and control over their support.

•

Reducing public funding and ever-increasing demand mean that all partners
are facing an unprecedented financial challenge
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4. How Our Strategy was Written
4:1 Care Collective
In line with the National Standards for Community Engagement that were put in place
following the implementation of the Community Empowerment (Scotland) Act 201514,
an initiative was established known as the Care Collective, working in partnership with
ERCarers and our Third Sector Interface, Voluntary Action East Renfrewshire (VAER),
which engaged with members of the public and community groups to look at how best
to redesign services to meet carers’ needs and aspirations and to shape the local
response to implementation of the Carers (Scotland) Act 20162.
This was done through a combination of research, interviews, face to face
engagement events and social media activity, involving around 2,000 local people. As
part of this young carers were involved in helping design the Young Carers’ Statement
using a ‘Service Design’ approach and working through the steps together.
This is what the Care Collective told us:

Below we can see what Carers said about the key provisions of the ‘Act’.
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Every adult carer identified must be
offered a plan that identifies their personal
outcomes and identified needs

Establish and maintain an information and
advice service for carers

Duties to prepare a young carer statement

A break from caring must be considered
as a type of support for carers
This may be regular or temporary, may be
for variable periods of time but it would be
most desirable to be planned.
Breaks from caring may be defined by
Ministers in the future.

Information about short breaks services is
available (across Scotland) which is
accessible and proportionate

Carers and their representative bodies
must be involved in services provided or to
be provided by the
Local Authority or Health Board. These
services may be to the carer or to the
cared for person.

Adult Carers Support Plans
(ACSPs)

Information and Advice
Services for Carers

Young Carer’s Statement

Breaks from Caring

Short Breaks Services
Statement

Involving Carers in Carer
Services and in hospital
discharge of the cared for
person

Use the strengths wheel;
Learn from NHS tests of change;
Sharing our ‘safe and supported’ model with partners in the
system

Doesn’t need to be a holiday, could be a regular coffee
break
Enabling short breaks to be planned in advance; Engaging
carers and cared for in what would be a good break for them
– together, separate, where, what? Continue the
conversation post-respite to plan for
future needs; Recognising the spectrum of services available

Work with normal environment and friendship/family circles;

Should be possible to plan also to be responsive to urgent
need / crisis;

A bespoke service directed by carers;

Practical support and advice;
Recognising need for information and advice across areas of
life – as a carer, as an employee, financial advice etc; ‘Carer
Awareness’ training for non-carers; Providing advice in
schools; Advice at transition times.
Appreciating young carers and building resilience;
Opportunities for peer support; Designed by young carers for
young carers owned by the young carer.

Plans developed with the right person, in the right place, at
the right time; Person-centred and offering choice; Dynamic
planning recognising that needs change
Assessment by a peer, friend, family member to build trust in
the system;
Based on a conversation; Light-touch; Owned’ by the carer
(‘Carers develop their own paperwork).

What would make this desirable for carers?

Workforce awareness and coordination

Consistency of paperwork

Consistency of approach

Information provision and choice.

How do we ensure there is a consistent process?

Who, when, where to have anticipatory
conversations so that it is not a response to crisis?

Challenging myths around breaks being costly

Supporting care agencies in finalising their offer –
brokering

Accommodating the different caring needs and
needs of cared for person

How does it relate to the Wellbeing Plan?
How do we avoid overlap and duplication?
How does it relate to child and adolescent mental
health services?

Are we using multiple channels?

How does it fit with existing systems and
processes?

Is a support plan necessary for a service eligibility?

What are people’s roles and responsibilities in
relation to planning?

What will the process be?

What are the concerns
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and Strategic Outcomes on how to achieve this that mirror the key provisions of the Carers (Scotland) Act 20162.

With the Care Collective and keeping all of the above in mind we then developed a Vision Statement with 4 Overarching Principles

Expectations

Key Provisions

The Vision

Working together with people who care for someone ensuring they are able to exercise choice and
control in relation to their caring activities
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5.

5.1. Outcome 1: Identified, respected and involved
Carers will be identified at an early stage in their caring role, valued as equal partners
in planning and defining their personal outcomes and involved in decisions about how
services that affect them are planned for and resourced.
What do we know about how we are doing?
From a range of sources including the Scottish Health Care Experience Report we
know that we need to do better in this area. With 45% of people responding to the
survey saying that they feel that they have a say in terms of the services they receive,
some 22% reported negatively in this area.
What are we doing now?
Working differently is about being more than pragmatic.

It requires a level of

partnership that ensures ideas and priorities are developed collaboratively. As the
Care Collective we are developing our community led support programme and
ERCarers are fully involved in helping to design their input to the care planning process
for carers.
What will be our priorities?
The work of the Care Collective has demonstrated how we need to strengthen our
approach to involving carers through the planning process and with identifying the
outcomes that matter.
We will do this through:
•

Listening to carers

•

Involving them in the planning and development of our approaches

•

Involving them at an earlier stage in discharge planning arrangements

•

Helping a carer before a crisis happens
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5.2 Outcome 2: My caring experience is positive
Carers will be saying they have a positive experience of support and solutions, that
their voice is heard in planning and assessment conversations and that their own
outcomes are being met as well as the person they care for.
What do we know about how we are doing?
From a range of sources including the Scottish Health Care Experience Report we
know that we are performing better in this area. Of those responding 48% did so
positively in this area.
What are we doing now?
East Renfrewshire is looking for new and positive ways to work with carers and
understand what works and what does not. The work of the Care Collective and our
Carers Act Implementation Group have opened up the conversation to new people
who are interested as active citizens to participate, challenge and inform. Here are
some examples:
•

Working with the workforce to develop the strategy – 3 Horizons workshops

•

Developing participation through the Care Collective

•

Working with Prince and Princess of Wales Hospice to develop our thinking
around palliative care and support for carers

•

Working with our TEC team to develop ALISS as a common platform for
sharing, informing and sign posting

•

Developing our community cafes at both Barrhead and Eastwood as venues
for carers to come and have a blether.
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What will we do differently?
From our local discussions, engagement and planning work we know that we need to
develop our workforce, pathways and solutions so that carers can positively say:
•

services are well coordinated for the person they care for and themselves,

•

they have had positive experiences of supports and services,

•

their experience is listened to, used and valued.
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5.3 Outcome 3: I am fulfilled and I can support my own wellbeing
Carers will be telling us they are leading a full life, that they are able to maintain their
own health and wellbeing, to plan and identify what matters to them and that they know
what resources are available to help them with this and where to find them.
What do we know about how we are doing?
We know from the SHeS report that this is an important area for our local population.
With 48% in the 2015/16 report confirming that being a carer has had a negative
impact on their health and well-being up from 43% in 2013/14 this is above the Scottish
average by some 8%. It is a key outcome for the partnership.
What are we doing now?
Discussions with Carers, Carers Organisations and stakeholders told us there are
several key priorities for the Carers Strategic Plan.
•

Carer’s health and their wellbeing: including promoting ways of enabling Carers
to maintain or improve their own health and wellbeing, as appropriate to their
own circumstances.

•

Positive relationships: including carers having positive relationships with family
and friends including the supported person.

•

Future planning opportunities for Carers including career and employment
support, training and education opportunities.

•

Good accommodation for Carers and safe and suitable physical environment
to provide care.

•

Financial planning and guidance for Carers including welfare rights and
financial security.
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What are we doing now? (cont)

•

Time for Carers to do things for themselves, including time with other family and
friends or other interests and a chance to get a break.

•

Increase identification and support to Young Carers within school or other
educational or training establishments, particularly so that Young Carers are
enabled to improve their own wellbeing.

What will we do?
Through local engagement and discussion we know that we need to develop our
workforce, pathways and supports so that Carers will have:
•

Improved wellbeing (this may include physical, emotional or mental wellbeing
as appropriate to Carers circumstances),

•

Support to minimise the impact of financial hardship as a result of caring,

•

Direct access to a range of good quality information and advice,

•

A range of targeted informal supports which they can access directly.

The aim is that by focusing on these key themes we will be able to achieve our
strategic wellbeing outcome that Carers will say I Can Live a Fulfilled and Healthy Life
and meet our forthcoming duties from the Carers (Scotland) Act 2016. Here are the
actions we will take to make this shift.
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Technology Enabled Care plays a key role in supporting residents to live safely and independently at home. One of the key
Technology Enabled Care Strategic aims is to ensure that the role which care supported by technology can play, is understood,
welcomed and embraced by adult and younger carers.

5.4 Outcome 4: I have choice and control and balance in my life with my caring
role and my life outside caring.

Carers will be able to say that they have choice and control in their lives, that they
have balance between their roles as a carer and as a person pursuing their own
interests, ambitions, and outcomes. They will be able to say that they can spend time
with other people and can take part in other activities.
What do we know about how we are doing?
From the results of the Scottish Health and Care Experience report we know that some
70% of the people who responded were able to report a positive balance in terms of
their caring role and other interests in their life. We know from the 48% who reported
a negative impact that this is an area that we can improve in. Whilst our performance
against the Scottish average is slightly higher we are not complacent and we are
working together to do better.
What are we doing now?
•

Carers are helping us to develop our Talking Points and approaches for carers

•

Short Breaks – creative options to support breaks from caring are available with
support from our Carers Centre.

What will we do?
Through our work locally with the Care Collective we know that we must do more with
our workforce, develop pathways and supports to ensure that:
•

Young carers are identified and supported appropriately

•

We support adult carers to continue to provide care and support

•

We work with our local market to develop respite and short breaks
options

•
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Those in employment, education and/or training feel supported
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Being Eligible for Support
As carers it is important to know how you will be supported when you make contact
with the HSCP. That is why we are re-designing how people interface with HSCP
services and a range of our partners who are also involved in strategic delivery across
the authority. As a citizen you can expect to be treated consistently and appropriately
upon first contact with the full range of our services. In keeping with what people told
us about services being person centred we have invested in our workforces both
internally and across third sector agencies to agree a common approach. As a starting
point everyone providing a service to carers has been offered Good Conversations
training. This means that you have the reassurance if you come to a Talking Point
appointment and you meet a worker from the Carers Centre you will know we share a
common understanding about how we do our work.
Eligibility for services is an important aspect of the work that we do. We believe that
we are working towards getting the right balance between a good conversation that
explores an individual’s assets as well as their needs and looks to a range of
community based supports as a first response. For people experiencing change
because of a long term condition such as dementia this could mean accessing our
post-diagnostic support services and our dementia link workers. If you are visiting
your family doctor and you are experiencing stress because you are at school but are
supporting mum at home the GP might offer to refer you to the Carers Centre for a
discussion about support or might suggest a meeting with one of the area link workers.
In line with The Act an Eligibility Framework will be published to inform Carers the level
of support they should be able to expect from services within East Renfrewshire.
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Caring for Someone in Hospital
Outcome: Carers will be an equal partner in care before, during and following hospital
discharge
The Carers (Scotland) Act 2016 gives carers the right to be involved in decisions
regarding the hospital discharge planning of the person they care for. This is to help
ensure that patients are discharged safely and that carers receive the support they
need in order to continue to care if they choose to do so.
East Renfrewshire HSCP Home from Hospital Support for Carers
We know that the person you care for being admitted to hospital and planning for their
return home are stressful times for families and unpaid carers. This is particularly the
case where the admission to hospital is for an emergency.
Where there's the possibility of the person you care for having to go to hospital on an
emergency basis the Health and Social Care Partnership (HSCP) team, which
includes your GP, nursing and social work staff, will work together to support them to
get treatment at home if that's the right thing to do.
A lot of people are admitted to hospital, receive their treatment and then return home
to carry on their lives as before. However, for some people making the return home
will be more difficult.
The effect of time in hospital on the person you care for or the ongoing effects of their
reason for admission may make it difficult to pick up the threads of regular life when
they get home. Where this is the case we would plan with you, the person you care,
Hospital and HSCP staff what supports are needed to get the person you care for
home. We would then work together to make the necessary arrangements.
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How does a person ask for support?
The hospital ward staff will be able to offer advice on who to contact. East
Renfrewshire Carers Centre can offer practical and emotional support, information and
advice specifically for carers on 0141 638 4888. Alternatively, you can phone the Initial
Contact team on 0141 800 7850 for advice on who can help you and the person you
care for.
Who can get the support?
Anyone who's likely to go into hospital or is going to be discharged can get support
where necessary. Planning this would include talking and planning with the person or
people who care for them. Usually, it'll be people who have more complex needs who'll
need more support.
What happens once the person you care for is home?
It's likely that we'll want to support the person you care for with rehabilitation and reablement once they are home and through Technology Enabled Care (TEC), this will
enable the person you care for to live as safely and independently as possible in their
own home.
Although we'd always aim to get the person you care for home, sometimes it won't be
possible to return home safely. If the person you care for is in that situation, hospital
and HSCP staff will work together with them and with you to plan where they'll move
to.
How much does it cost?
The advice and assessment process to help either keep the person you care for out
of hospital or enable them to return home is free.
Following a discharge from hospital all care at home services are free for a period of
up to 4 weeks.
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Contribution by NHS Greater Glasgow and Clyde (NHSGGC)
We want to make sure that all our patients are supported while they are in hospital
and when they leave. Friends and family play an important role in this and we want to
work with everyone to make sure that patients receive the best care possible.
Universal Carer Pathway
A universal pathway is in place across all hospital services to identify, involve and
support people with a caring role. Support for carers in NHSGGC is delivered via a
partnership between HSCPs, Local Government and voluntary sector organisations.

They offer services which include: information and advice; emotional support; money
advice; access to education, training and employment support; and, access to short
breaks from providing care. These can be accessed either by the Carers Information
Line 0141 353 6504, email mailto:supportandinformation@ggc.scot.nhs.uk, through
the website www.nhsggc.org.uk/carers.
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During early implementation of the Carers Act we have worked with colleagues to:
•

Improve access to carer support through General Practices by establishing
electronic referral to Carer Services

•

Improve availability of carer support services within hospital settings through
our Support & Information Services www.nhsggc.org.uk/patients-andvisitors/support-and-information-services/

How will we measure success?
•

We will monitor the number of contacts made through the Carers Information
Line and Support and Information Services.

•

We will monitor referral sources for contacts made through the Carers
Information Line.

•

We will listen to carer experiences and strive to make any required
improvements.

Carer Touch points / Person Centred Care
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Carer touch points can be described across the services in the NHSGGC area. These
highlight key opportunities for carers to be identified and offered support during routine
interactions with health, social care and third sector employees and are mapped in the
graphics above. NHSGGC will work with these services and partners to promote the
universal carer pathway and identify further opportunities to target interventions and
maximise reach.
Targeted interventions are already in place through the Support & Information
Services in hospital sites. In addition, a range of priority wards and clinical areas that
people requiring significant support from friends and relatives are most likely to be
admitted to have been identified.
Work is underway across NHSGGC hospitals to ensure that these areas have access
to urgent appointments for carers in hospital settings with local carer support services:

Older Peoples Services
•

Dementia wards

•

Elderly Medicine and rehabilitation wards

Long Term Conditions
•

Cardiology / Heart and rehabilitation wards

•

Mental health services

•

Diabetes

Life-changing diagnosis / treatment
•

Stroke units and rehabilitation services

•

Oncology units and services

•

Vascular surgery units and rehabilitation services
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Deteriorating Conditions / Palliative Care
•

Heart Failure

•

Palliative Care services

Paediatric longer stay wards
NHSGGC will continue to develop this work with wards to strive to ensure that health
care professionals can identify signs of carer distress and are able to access carer
support quickly, if required. Further guidance is expected from the Scottish
Government, e.g. Terminal Illness regulations and NHSGGC will undertake
development work to embed guidance as it is made available nationally.

What can carers expect in hospital settings?

When someone is admitted as an inpatient and stays overnight or longer in hospital
they will be asked if they have someone who looks after them, i.e. a carer or if they
are a carer themselves.
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•

If the patient is a carer and the person they care for requires help while they are
in hospital we will engage with social work services.

•

If the patient identifies a carer they will be asked for permission to share
information about their ongoing care and discharge with the carer.

•

If permission is given we will discuss and provide updates on ongoing care and
involve the carer in discharge planning arrangements.

•

If no permission is given we will still ensure the carer is aware of support
available to them through carer support services.

•

If multiple carers are identified we will ask the patient to nominate one key
contact through which to coordinate communication as outlined above.

To help ensure that health care professionals are aware and reminded of the required
actions above NHSGGC has developed prompts for health care professionals in new
admission and discharge documentation to guide them through the process and
training for frontline staff. A copy of the flowchart used in training is included below:

How will we measure success?
We will undertake periodic case note audits and improvement plans covering
admissions, communication and discharge documentation and practice to ensure
completion of:
•

Identification of carers

•

Discussions to involve carers in discharge planning

•

Signposting carers to carer support services.

We will monitor:
•

The number of staff attending carers act briefings,

•

The numbers of people viewing the YouTube staff training film clip

•

The number of staff completing online training modules on the NHS LearnPro
platform

•

Referral sources for contacts made through the Carers Information Line.

We will also listen to carer experiences and strive to make any required improvements.
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Role of Anticipatory Care Planning
Anticipatory care planning (ACP) is a useful approach for health and social
practitioners to work with people and their carers to ensure that they’re needs, wishes
and outcomes are captured. The planning process helps an individual and those
working closely with them to support informed decisions and choices are the type of
care and support the person wants. Across the Greater Glasgow & Clyde Health
Board area ACPs are used predominantly by people with long term or deteriorating
health conditions.
For health care professionals in hospital, when a person with an ACP presents at either
emergency department or an admissions unit, the ACP can be helpful in building a
clear picture of a person’s day to day health and wellbeing, and their wishes regarding
hospital admission, treatment and care decisions.

The plan can also help with

discharge planning arrangements and any ongoing communication with the person
and their carer.
Discharge Planning
Health care professionals will begin to plan for discharge soon after someone is
admitted. This early planning helps avoid delays once a person no longer requires
care in an acute hospital.

The Carers (Scotland) Act 2016 contains a specific duty

for Health Boards to involve carers in discharge planning.
Over the past few years NHSGGC has undertaken engagement and research with
carers to inform the Carers Act implementation in relation to discharge planning.
NHSGGC have updated the communication sheet which is maintained in the patient’s
notes and captures all discussions health care professionals have with a person’s
nominated contacts to reflect carer details and involvement.
What can carers expect?
•

Soon after someone is admitted, health professionals on the ward will begin to
have discussions to try to understand any care and support they normally
require these are usually around daily routine before admission to hospital.

•

Health care professionals will discuss ongoing treatment and care
arrangements with the carer. Consent has to be given by the patient for this to
happen.
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•

Health care professionals will try to ensure the carer is made aware of any likely
changes to the level of care the person would normally require.

•

Health care professionals in the ward will listen to both the cared for and the
carer’s views on their proposed discharge arrangements.

•

Health care professionals may involve social care services in helping make
decisions about a person’s discharge home.

•

Carers will be informed beforehand about what will happen on the day of
discharge and receive details of how best to access a range of carer support
services.

Prompts are also included in the discharge checklist which is completed close to the
time of discharge and training has been developed for frontline staff to guide them
through this process.
Avoiding re-admission / failed discharge
It is widely recognised that careful planning with the carer and the cared for person is
vital to ensure a person is discharged with an appropriate level of support to meet their
needs and circumstances. This includes identifying the caring role the carer is able
and willing to sustain beyond discharge. Discharge planning may require sensitive
discussions with the carer and the cared for to understand and capture their wishes
about additional care or support packages, consideration of intermediary care,
rehabilitation, or residential care and nursing homes.
NHSGGC has been successful in obtaining funding and evaluation support from
Scottish Government to develop and test new approaches and resources to support
carer involvement in discharge planning. The projects focus on:
•

Delivery of a training programme to hospital staff in Glasgow Royal Infirmary
and Stobhill Hospital and resources to support carer champions

•

Development of a carer hand held record of the discharge plan

•

Development of a resource to help health care professionals identify carer
distress

•

Development of information and resources to help patients and carers prepare
for discharge.
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These projects will run for one year and if successful, improvements will be
implemented across all hospitals in NHSGGC.

Communication & Support
A Communication Plan is in place which includes:
•

Scheduled programme of key messages and information for carers via Board
communications team including corporate publications, website, social media

•

Distribution of co-designed carer information and support posters and flyers
across health and social care settings to encourage self-identification of carer

•

Promotion of the universal pathway to all frontline employees in all health and
social care settings to encourage referral to carer support services.

•

Flyers, posters and content on the NHSGGC website has been developed in
consultation with carers and these have been made available to health and
social care professionals.

•

Resources for carers to aide self-identification and promote the universal
pathway for carer support. Click here to view.

•

Awareness sessions on the Carers (Scotland) Act 2016 are available to all
frontline staff via the NHSGGC website.

Additional face to face briefing

sessions will continue to be delivered to frontline staff over the next two years.
What can carers expect?
•

To find copies of flyers and posters within hospital services.

•

For health care professionals to have an understanding of how to identify a
carer and to know how to access carer support services.

How will we measure success?
•

We will monitor the re-order of flyers and posters.

•

We will undertake audits of availability of flyers and posters in hospital services.

•

We will monitor the number of times the carer awareness clip is viewed.

Patient and Carer involvement: The Patients’ Rights Act endorses the principle of
active engagement of carers and family members in the care of their relative or friend.
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Health Boards are required to facilitate such involvement. Best practice in the care of
the frail and elderly, alongside care for patients with additional needs for example
dementia, sees the involvement of carers as a vital and productive part of patient care.
Work is underway within NHS Greater Glasgow and Clyde to make wards more
welcoming to all visitors and to identify and support carers to be partners in care whilst
the cared for are in hospital.

A key component of this work will be to improve

communication and relationships between carers and multi-disciplinary teams through
the sharing of information and the involvement in decision making and where
appropriate care-giving within the ward setting, i.e. Support to eat and with personal
care should the carer wish to participate.
This will help maintain the carer and cared-for relationship, improve communication
between staff and carers, and help prepare the carer for aspects of continuing care
and/ or palliative care post discharge.
In preparation for implementation of the act NHSGGC engaged with carers to elicit
their views and experiences of involvement in discharge planning click here to read
more about this. In addition, patients, staff and visitors experiences and opinions are
welcomed via the website/care opinion click here to find out more. Universal feedback,
such as the inpatient experience survey, carers audits and person centred care
experience projects are undertaken across services at regular intervals to identify best
practice and actions for improvement.
Analysis of patient, staff and visitor feedback from a range of sources is undertaken
by the Patient Experience, Public Involvement and Quality Team and this continues to
help inform developments and actions to improve practice.

NHS Workforce Development
Training and briefings for frontline staff in clinical settings have been developed to
ensure staff are aware of the Carers Act, the duty to involve carers in discharge
planning arrangements and to signpost or refer the carer to support.
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The menu of training includes:
•

Universal training film to all staff

•

In-service briefings to priority areas: older peoples; dementia services; stroke;
neurology; spinal; PDRU; medical / diabetes.

•

E-learning module on Learnpro

•

Development of case studies to bring to life scenarios across pathway to be
housed on NHSGGC.
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Jargon Buster
ACP - Anticipatory Care Plan
ACSP - Adult Carer Support Plan – A form designed to help unpaid carers plan for the
future.
HSCP - Health and Social Care Partnership
IJB – The ‘Integrated Joint Board’ is made up of representatives of people who use
Health & Social Cares Services, NHS, Council and partners from other organisations
who are responsible for the planning, resourcing and oversight of Health & Social Care
Services in their area.
Outcome – What matters to the person; the impact of activity, support and services
Primary Care – The ‘front door’ of the NHS e.g. GPs, Pharmacy, Dentist, Optician
Talking Point – An easily accessible point of contact in the local community or online
where advice, support and information on community, health & social care can be
found.
Vision Statement – What a group or organisation aspire to achieve
Strategic Outcome – A desired end result from work done for an organisation
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