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1.  Purpose 
 

 

 
1.1 Aims 
The aim of the Service is to improve the health and wellbeing of the carer and the 
people that they care for (cared for person) by providing clinical interventions, advice, 
and support. The Service’s aims and objectives are stated in more detail within the 
stated outcomes within section 1.5 below. 
 
1.2 Evidence Base 
West Sussex Joint Commissioning Unit (JCU) has identified a gap in the provision of 
specialist clinical support service to carers across West Sussex. There is a proposal to 
establish a carers wellbeing service that will have a significant impact on meeting 
Government and local West Sussex Carers policy set out in: 

- The Government’s “Recognised, valued and supported: Next steps for the 
Carers Strategy” (2010) 

- The West Sussex Carer’s Inter-agency Strategy 2010-2015 

- (West Sussex Public Health Plan - 2012 to 2017 Healthy and well in 

West Sussex) 
- The JCU Commissioning Brief re Carer Wellbeing Clinicians Initiative. 

 
1.3 General Overview 
WSJCU in partnership with the CCG’s will commission delivery of a new specialist team 
of health clinicians that will directly work with carers and the people they care for. The 
service initiative upholds both SCT’s and the JCU’s approach to Proactive Care and 
contributes to a number of wider health economy priorities including: ‘Audacious Goals’, 
meeting health-check targets and offering proactive support to patients with long-term 
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conditions or frail & elderly. 
 
The team will work to directly target and provide clinical interventions (preventative and 
therapeutic) for adult carers, including parent carers, living across the county. 
 
 
1.4 Objectives 
Delivery of the Service Model in order to meet the stated outcomes. 
 
1.5 Expected Outcomes 
 

The service will deliver the following outcomes for carers and the people they care 
for: 

• improved quality of life for the carer and their cared for. 

• improved access to information about services available for carers and their 
cared for. 

• improved physical wellbeing for the carer. 

• improved emotional wellbeing for the carer. 

• increased knowledge and skill in supporting the cared for person, e.g. managing 
continence or administering medication. 

• improved wellbeing for the cared for person. e.g. intervention results in improved 
nutrition, falls prevention,  

• carers’ reporting increased resilience and strategies to maintain their own 
wellbeing. 

• early identification of undiagnosed long-term conditions for either the carer or 
cared for. 

• reduction in unscheduled care for the carer and/or cared for. 

• increased choice & control for the carer and cared for person in identifying, 
managing and achieving their own personalised health & wellbeing outcomes. 

 
 

2. Scope 
 

 

 
2.1 Service Description 
The primary focus of this team will be to develop a service working directly with carers in 
conjunction with the person who is being cared for (patient). The service will provide, 
deliver and develop a range of services for all adult informal carers from across a range 
of cared for situations, including support for parent carers.  

The team will work proactively to ensure that health screening is routinely completed and 
available for every carer. They will offer each carer personalised advice, support, 
strategies and clinical interventions on maintaining their own wellbeing as an individual 
and in supporting the person they care for. They will enable each carer to develop their 
own strategies and  as a result, reduce the strain of coping with their caring role. 

Work with the carer will include promoting their health and wellbeing. Ensuring that they 
have additional knowledge about the cared for’s condition and likely care pathway, so 
that both the carer and cared for person achieve the best possible quality of life, relief 
from symptoms, and flexible proactive choices and advanced care planning about the 
management of the condition and caring situation.  

They will work in partnership with the carer, drawing on the team’s professional 
knowledge and expertise, providing training and advice, signposting to appropriate 
statutory services, healthcare services and third sector services.  

The service is focused on proactive work with a preventative focus; it is not a service 
that would respond directly to acute or urgent health needs for either the carer or cared 
for person. 
 
2.2 Accessibility/acceptability 
 
Accessibility to/ acceptability by the Service is outlined within section 4 Referral, Access 
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and Acceptance Criteria below. 
 
The Service will comply with all relevant legislation, including the Equalities Act 2010. 
 
2.3 Whole System Relationships 
 

The Service will work with other statutory and third sector organisations to 

contribute to relevant whole system priorities including; ‘Audacious Goals’, and 

the West Sussex Carer’s Inter-agency Strategy. 
 
See also, 2.4 Interdependencies below. 
 
2.4 Interdependencies 
 
The service will be work in partnership with key stakeholders and partners including 
health and social care commissioners, Pro-active Care Teams, Prevention Assessment 
Teams (PAT), Memory Assessment Service, Admiral Nurses, Carers Support Service, 
AAA Service, Stop Smoking Service and primary care. 
 
The service will exclude direct clinical interventions for young carers. However where a 
young carer is identified in a family situation the clinician will work holistically to actively 
link into the Young Carer Team (YCT), West Sussex Community Paediatric Service, and 
other relevant services for young people. 
 
2.5 Relevant Clinical Networks and Screening Programmes 
 
The Service model will compliment all other services focussed on health improvement 
and wellbeing within West Sussex. 
 
2.6 Sub-contractors  
None 
 
 

3.  Service Delivery 
 

 

 
3.1 Service  Model  
The proposed service model will offer carers access to skills, advice and support that will 
enable them to develop their own strategies in order to reduce the strain of coping with 
their caring role.  

 

Team Structure:  
The clinical service encompasses the following: 

 
Service Lead – responsible for providing clinical governance, responding to 
assessments and allocating work to the team according to complexity and risk. The 
Team Supervisor will ensure both clinical leadership and co-ordination of service 
activities with the commissioners, carers and patients cared for, including a small 
complex caseload.  

 
A range of clinical staff – responsible for managing a caseloads of carers and cared 
for patients. The clinical staff will: 

o work with business partners (e.g. social services) to proactively identify 
clients suitable for the service.  

o would carry a caseload. 
o work with carers to develop personalised health plans for them and the 

cared for patients following an holistic health assessment of their needs. 
o provide ongoing management and monitor these health plans to ensure 

all needs are met and outcomes are achieved. 
o provide clinical interventions and clinical advice including health 

screening, continence advice or healthy eating advice. 
 

Staff base – Proposed locations include Chichester, Horsham, and Littlehampton, co-
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located with the Pro-active Care Teams (as at January 2013). 
 
 
Service Remit along the Pathway 

In order to meet the stated outcomes, the Service will undertake the following by working 
directly with carers in conjunction with the person who is being cared for: 

• Time limited interventions, between 4-6 weeks. 

Referral stage 

• Proactive work with surgeries to actively case find and case manage an agreed 
number of individuals (see section 8 Activity Plan for caseloads). 

• Work across a range of settings to identify new carers requiring these types of 
interventions e.g. Proactive Care Teams, Prevention & Wellbeing Teams, 
Memory Assessment Clinics, in partnership with the Admiral Nurses or Carers 
Support Service, AAA Service, Stop Smoking Service. 

• For the Crawley, Horsham and Mid-Sussex area build robust working links with 
the Admiral Nurses (who will be supporting carers’ whose cared for has a 
diagnosis of dementia). 

• Respond to the needs of the carer through undertaking home visits or an 
appointment in an alternative setting if required. 

 

Assessments Stage 

• Obtain the consent of both the carer and when necessary, the cared for. 

• Routine health screening with the carer/cared for, linking with other specialist 
health clinicians, including the originating referrer, to meet the identified health 
needs. 

• Ensure that each carer was registered as a carer with their own GP practice. 
Ensuring a clear record of the caring role on the relevant patient record system. 

• Identify those carers with specific health needs that would meet criteria for a 
personal health and wellbeing budget. 

 

Intervention Stage 

• Staff will be responsive to the needs of carers with protected characteristics as 
defined by the Equality Act 2010 e.g. from BME communities through ensuring 
culturally appropriate clinical interventions and language specific health 
information plans as required. 

• Include individualised health and wellbeing goals for the carer to enable them to 
maintain their own physical and emotional wellbeing. 

• Provide condition specific information to the carer regarding the person they are 
looking after to enable informed decision making and support. 

• Identify risks with manual handling, provide advice and facilitate delivery & 
training to the carer on safe moving & handling techniques.  

• Provide advice, support and techniques on managing continence issues. 

• Initiate medication reviews of the carer/cared for person with their GP or 
pharmacist. 

•  Provide practical advice on the taking of prescribed medication to the 
carer/cared for person. 

• Provide a holistic approach to healthy living e.g. eating well. 

• Identify those carers whose health needs may require elective treatment or 
outpatient support e.g. where there is a high risk of their caring role impacting on 
their ability to attend an appointment with a clinician/ consultant. Ensuring the 
carer has strategies in place to enable them to attend the appointment. 

• Provide information or referral onto specialist teams for carers of someone with 
a life limiting illness. 

• Enable those carers who may be eligible to access a personal wellbeing budget. 

• Explore the use of assistive technologies with the carer/cared for person and 
refer for these services if a need were identified, specifically existing and 
emerging ‘Telecare and Telehealth’ solutions. 
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• Ensure that all carers were informed of their rights to a statutory carer 
assessment from WSCC. 

 

• Ensure that every carer was referred onto their local Carer Support Service – for 
ongoing input including emotional support as appropriate. 

 

Review Stage 

• Review against the carer meeting jointly agreed (and revised) goals during the 
assessment and intervention stages. 

• Plan for self management. 

• Refer to the Carer’s Support Service, as well as appropriate signposting/ onward 
referral to other services that have not already been communicated with during 
the assessment and intervention stages. 

• Follow up to be undertaken up to six months later, following the 4-6 week 
intervention plan. 

 
 
 
 
 
 
 
 
 
 
 
3.2 Pathways 
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4.  Referral, Access and Acceptance Criteria 
 

 

 
4.1 Geographic coverage/boundaries 

 
West Sussex  
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4.2 Location(s) of Service Delivery 

 
The Service will be delivered, primarily within the carer’s home. Promotional and group 
events will be held within community premises owned by SCT, and other statutory and 
third sector organisation’s premises and sites. 
 

4.3 Days/Hours of operation  
 
The Service will operate Monday – Friday 9 – 5pm, with flexibility for providing the 
service after 5pm, as well as week-ends, representing 5% of service delivery.  
 

4.4 Referral criteria & sources 
 

The service will be available to carers with the people that they care for living in West 
Sussex and who are aged 18 years or over. 
 
The carer must be registered with a GP surgery in the West Sussex catchment area. 
 
The Service is specifically for carers, providing interventions holistically that may take 
into account the people that they look after. By definition, a carer is someone who looks 
after a family member(s), including a disabled child or young person, friend or neighbour 
who has an illness, disability, or is frail due to old age. Carers are unpaid and can be 
women, men or children of any age from any background. 
 
There will be no charge to carers for accessing the services. 
 

4.5 Referral route 
Referral via Statutory Organisations, Third Sector, and Self-Referral 

 
4.6 Exclusion Criteria  

Referrals for crisis intervention or responses directly to meet acute or urgent health 
needs for either the carer or cared for person. 
 
Carers under the age of 18. 
 
Individuals who are employed as paid as carers (care assistants). 
 
The Service will not be available to those individuals who have previously carried out 
caring responsibilities and are no longer actively caring for a person. Individuals who are 
already receiving the service and then become an ex-carer due (eg; to bereavement) 
however, may continue to receive support for a time limited period. 
 
Where there is existing provision of specialist community healthcare for cared for 
individuals (see 2.4 Interdependencies), the Service’s focus will be on providing care 
and support to the carer. This is in order to avoid duplication of care for the cared for 
person. 
 

 
4.7 Response time and prioritisation 

Routine referrals will be triaged at weekly allocation meetings. 
 
The Service will contact the referrer within 2 working days of triage if further information 
is required/ the referral is returned because referral criteria are not met. 
 
The Service will contact the carer within 5 working days of the referral being triaged. 
 
As the Service is not an urgent, crisis intervention service, referrals will initially be 
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allocated on a ‘first come first served’ basis, not on clinical priority or complexity. This 
however, will be reviewed as the Service develops. 
 
 
 
 
 
 
 
 
 

5.  Discharge Criteria & Planning 
 

 

 
Discharge from the Service will be undertaken after the 4-6 week intervention plan. The 
last session will encompass a:  
 

• Review against the carer meeting jointly agreed (and revised) goals during the 
assessment and intervention stages. 

• Plan for self management. 

• Referral to the Carer’s Support Service, as well as appropriate signposting/ 
onward referral to other services that have not already been communicated with 
during the assessment and intervention stages. 

 
 
It is anticipated that a planned follow up will be undertaken up to six months later, 
following the 4-6 week intervention plan. 
 
 
 
 
 

 

 

6.  Self-Care and Patient and Carer Information 
 

 

 
See section 3.1 Service Model - Remit 
 
 
 
 
 

 

  

7. Quality and 
Performance Indicators 

Outcome 
Link 

Threshold/ 
Standard 

Source/ Tool Frequency Notes 

 

Blue denotes 
links to 
national carer 
outcomes. 

    

KPIs to be collected by Sussex Community NHS Trust 

Productivity 

Carers will be 
respected as 
expert care 
partners & will 
have access to 
integrated & 
personalised 
services. 

 

    

Referrals Received 
(number of) 

Improved 
Accessibility/ 
Equity 

26 pcm Referral form Monthly 
Based on max 
capacity of 
team 

Referrals Returned for 
further info (number of) 

Improved 
Accessibility/ 
Equity 

 Referral form Monthly 
Baseline 
required 
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Referrals Rejected 
(number of) 

Improved 
Accessibility/ 
Equity 

 Referral form Monthly 
Baseline 
required 

Carers on caseload 
(number of) 

Improved 
Accessibility/ 
Equity 

26 pcm 
Service 
Database 

Monthly 
Estimated 313 
pa  

Cared for on caseload 
(number of) 

Improved 
Accessibility/ 
Equity 

26 pcm 
Service 
Database 

Monthly 
Estimated 313 
pa 

Discharges (number of) 
Improved 
Accessibility/ 
Equity 

26 pcm 
Service 
Database 

Monthly  

High level interventions 
provided  

Improved 
Accessibility/ 
Equity 
 
Information to 
care safely & 
sustainably. 
Access breaks 
from their 
chosen caring 
role. 

 
Service 
Database 

Monthly  

Time from referral to 
first assessment/ 
appointment (median) 

Improved 
Service 
Experience 
 

 
Service 
Database 

Monthly 
Baseline 
required 

Time between first 
assessment and last 
(review) appointment 
(median) 

 

Improved 
Service 
Experience 
 
Information to 
care safely & 
sustainably 

6 weeks 
Service 
Database 

Monthly  

Qualitative      

Adult & Child Protection 
Alerts initiated by 
Service (number of) 

 
  Monthly  

Incidents (number of) 

Improved 
Service 
Experience 
 

 Safeguard Monthly 
Themed 
feedback 

Complaints(number of) 
Compliments (number 
of) 

Improved 
Service 
Experience 

 Safeguard Monthly 
Themed 
feedback 

Plaudits (number of) 

Improved 
Service 
Experience 
 

 Safeguard Monthly 
Themed 
feedback 

Goals/Outcome Met 
(number of carers and 
range of 
outcomes/interventions.) 

High Level* 
 
Carers will be 
respected as 
expert care 
partners & will 
have access to 
integrated & 
personalised 
services. 

 

 

Carer Review 
Outcome Tool 
& Service 
Database 

Quarterly  

Goals/Outcomes 
Partially Met (number of 
carers and range of 
outcomes/interventions) 

High Level* 
As above for 
carer 
outcomes 

 

Carer Review 
Outcome Tool 
& Service 
Database 

Quarterly  
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Goals Not Met (number 
of carers and range of 
outcomes/interventions 
outstanding) 

High Level* 
As above for 
carer 
outcomes 

 

Carer Review 
Outcome Tool 
& Service 
Database 

Quarterly  

Patient Survey (analysis 
report) 

High Level*/ 
Improved 
Service 
Experience 
 
Carers 
contribute to & 
influence 
service design 

 

Carer Review 
Outcome Tool 
& Service 
Database 

Quarterly  

questions 
linked to 
quality of 
service and 
high level 
outcomes 

Patient satisfaction at 
exit interview 

“          “ 

 

Carer Review 
Outcome Tool 
& Service 
Database 

Quarterly  

Referrer Feedback 
(analysis report) 

High Level* 
  Quarterly 

Themed 
feedback 

      

Case Study Reviews High Level*   Quarterly  

Service delivery outside 
working hours (numbers 
of sessions broken 
down by client 
appointment/ 
promotional event by 
Mon – Fri after 5pm, 
Sat, and Sun 

Improved 
Accessibility/ 
Equity 
 
Working 
carers are 
supported to 
stay mentally 
& physically 
well. 

 
Service 
Database 

Quarterly  

Demographic 

Carers have 
the 
information 
they need to 
care safely, 
sustainably & 
pursue their 
choices. 

    

Client residential 
location (post code pre-
fix & nos) 
 

Improved 
Accessibility/ 
Equity 

 
Service 
Database 

Quarterly  

Age range of carer & 
cared for (numbers in 
each age range) 
 

Improved 
Accessibility/ 
Equity 

 
Assessment 
documentation 

Quarterly  

Gender of carer & cared 
for (numbers) 
 

Improved 
Accessibility/ 
Equity 

 
Assessment 
documentation 

Quarterly  

Ethnicity of carer & 
cared for (numbers by 
ethnicity) 
 

Improved 
Accessibility/ 
Equity 

 
Assessment 
documentation 

Quarterly  

Interpreting Service 
Used; foreign language 
& sign (numbers by 
language/ sign) 
 

Improved 
Accessibility/ 
Equity  

Assessment 
documentation 

Quarterly  

Economic Status 
(numbers by category 
of; Paid Working, 
Not Paid Working, 
Retired) 

Improved 
Accessibility/ 
Equity 
 

 
Assessment 
documentation 

Quarterly  
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Registered Disability/ 
Carer/Cared for 
condition (numbers) 

Improved 
Accessibility/ 
Equity 

 
Assessment 
documentation 

Quarterly  

Carers on case load 
(no’s new carers not 
receiving any support 
statutory health & social 
carer services & 
identified by this 
service) 

Improved 
Accessibility/ 
Equity 
 
 

 
Assessment 
documentation 

Quarterly 
Baseline 
required 

No’ s carers on 
caseload with 
information or referral 
onto  
a) WSCC - informed of 
their statutory rights to 
WSCC for carer 
assessment 
b) Carer Support 
Service for ongoing non-
clinical support. 

 

Improved 
Accessibility/ 
Equity 
 
 

 
 
 
 
 
 
 
 
 

Assessment 
documentation 
 
 
 
 
 
 
Assessment 
documentation 

Quarterly 
Baseline 
required 

No’s of eligible carers 
on caseload having an 
annual health check as 
part of the NHS Health 
Check Programme 

 

Improved 
Accessibility/ 
Equity 
 
Carers will be 
supported to 
stay mentally 
& physically 
well. 

 

 
Service 
Database 

Quarterly 
Baseline 
required 

No’s of carers’ on 
caseload that this 
service is enabling to be 
registered on practice 
‘carer registers’. 

a) Consent given 
& actioned. 

b) Consent witheld 

Improved 
Accessibility/ 
Equity 
 
Carers will be 
supported to 
stay mentally 
& physically 
well. 

 
Service 
Database 

Quarterly 
Baseline 
required 

      

KPIs to be collected by Commissioners 

Increase in No’s of 
carers’ registered on 
practice ‘carer registers’  

Improved 
Accessibility/ 
Equity 
 
Carers will be 
supported to 
stay mentally 
& physically 
well. 
Respected as 
expert care 
partners. 

 
Public Health 
Data Analysis 

Six monthly 
Baseline 
required 

A sample ratio that 
shows % level of 
informal care provided 
in contrast to the cost of 
a package of statutory 
support, admission to 
the acute, ambulance. 

 

Reduced 
pressure on 
unplanned 
services 
 
Carers will be 
supported to 
stay mentally 
& physically 
well. 

 

Service 
Database/ 
Carer 
Outcome 
Review Tool/ 
Public Health 
Data Analysis 

Six monthly 
Baseline 
required 
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Reduction in number of 
carers/cared for patients 
attending A&E that 
receive interventions 
from this service. 

Reduced 
pressure on 
unplanned 
services 
 
Carers will be 
supported to 
stay mentally 
& physically 
well. 

 

Service 
Database/ 
Carer 
Outcome 
Review Tool/ 
Public Health 
Data Analysis 

Six monthly 
Baseline 
required 

Reduction in number of 
non-elective admissions 
for carers/cared for 
patients that receive 
interventions from this 
service 

 

Reduced 
pressure on 
unplanned 
services 
 
Carers will be 
supported to 
stay mentally 
& physically 
well. 

  Six monthly 
Baseline 
required 

Reduction in number of 
ambulance calls for 
carers/cared for patients 
that receive 
interventions from this 
service. 

Reduced 
pressure on 
unplanned 
services 
 
Carers will be 
supported to 
stay mentally 
& physically 
well. 

  Six monthly 
Baseline 
required 

Service 
Development KPI’s 
to be collected by 
Provider 

 

    

Referral & caseload 
increase from the 
previous month to meet 
achieve or extend 
service activity baseline. 

Improved 
Accessibility/ 
Equity 
Expert 
partners & 
personalised 
services 

 
Assessment 
documentation 

Monthly 

Baseline will 
be agreed from 
first month of 
activity 

A month by month 
expansion on the 
demographic profile of 
carers’ in receipt of this 
service. 

Improved 
Accessibility/ 
Equity  

Assessment 
documentation  

Monthly 

Baseline will 
be agreed from 
first month of 
activity 

Service development 
activity e.g. 
presentations, referrals, 
targeted case finding 

Improved 
Accessibility/ 
Equity 

  Monthly  
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9.  Continual Service Improvement Plan 
 

 

 
New Service 
As stated within the notes within Section 8 above, the Carer Wellbeing Service is a 
newly commissioned, time limited service, initially funded for 18 months. With the aim of 
improving quality and maintaining safety, the Service Specification and supporting key 
performance indicators will be reviewed, amended, and ratified by the Carer Wellbeing 
Steering Group. 
 
Governance, Quality & Safety 
The Service is subject to governance arrangements and compliance with the Care 
Quality Commission as specified within the main body of the contract between NHS 
West Sussex and Sussex Community NHS Trust (to which this service specification is 
appended to). 
 
The Service will be managed within the Health and Reablement Division of SCT. It is 
proposed that arrangements for clinical governance and support for the service will be 
integrated within existing arrangements for PAT teams, feeding up to SCT’s Divisional 
and Board governance processes and structures. This will not only ensure compliance 
with regulatory bodies, e.g. CQC, but also safety of service users and quality of care. 
 
 
 

 

 

10.  Prices & Costs 
 

 

 
 

 

  
10.1 Price 
 

Basis of Contract Unit of 
Measurement 

Price Thresholds Expected Annual 
Contract Value 

Block 
Arrangement 

N/A £254,600 N/A £254,600 

One off set up 
costs 

N/A £21,800 N/A 
£21,800 
(one off) 

Total  £N/A N/A £276,400 

 
 

 

 


