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ROYAL SHREWSBURY HOSPITAL NHS TRUST

CARERS’ POLICY

1. INTRODUCTION

1.1 There are 5.7 million carers in Britain who are family members, partners or friends providing unpaid support to people because of illness, disability or frailty.  (It is estimated that carers save the country in excess of £34 billion per annum).

1.2 The Government’s national Carers Strategy (February 1999) proposes that carers should be involved in the service planning and that carers should be properly recognised and properly supported.  This policy aims to ensure that the Royal Shrewsbury Hospital achieves the guidelines in that strategy.

2. DEFINITION OF A CARER

2.1 A Carer is a person (adult or child) who spends some or all of their own time providing practical and / or emotional support to a relative or neighbour who, due to illness, disability, or old age, could not manage alone and would without such support:

· Have their life placed at risk or

· Require more support from Local Authorities and / or agencies or

· Have reduced and / or limited choices on their quality of life

The carer does not necessarily have to be the next of kin, nor live at the same address.

Many carers do not recognise themselves as such.

· Their quality of life and their independence are greatly affected:-

· Emotionally

· Educationally

· In employment

· In their health

· Financially

· Carers may range in age from eight to over eighty

2.2 There is a great diversity of carers who may need specific support because of differing needs of the people they care for e.g.:

· Carers of those with mental health needs

· Carers from black and minority ethnic groups

· Carers of those with high dependency

· Carers of those with learning disability

3. AIM

3.1 The aim of the RSH policy is to ensure that the needs of the carer are assessed and met as far as possible within the limits of this policy.

General needs of carers are:-

· Information

· Emotional support

· Rest / Hospitality

· Involvement in all stages including discharge planning

4. OBJECTIVES

In order to achieve these aims it is proposed that:

4.1 We have an administrative process within the hospital, to identify carers whether in out-patient or ward environment.  (With their consent, the carers who are identified will have essential details recorded in the case notes).

4.2 To recognise that carers have unique needs but also contributions to make within the hospital environment.

4.3 Specifically, the Policy seeks to support 3 groups of carers.

· Those who become ‘new carers’.  (New carers need the understanding and support to recognise this new development in their lives).

· Carers of those receiving hospital treatment.

· Carers receiving hospital treatment themselves.

5. THE PATIENT / CARER PROCESS

5.1 Out-Patient Attendance for those cared for

Many carers have to inform numerous agencies and / or informal help when the person they care for has an outpatient appointment or a planned inpatient stay.  To do this effectively they need prior and accurate information.  In order to achieve this it is proposed that accurate information should be given or sent regarding:-

· Appointment time: a system to allow identification of a patient with needs

· Anticipated length of stay

· Information regarding any investigations the patient may undergo and any post treatment restrictions

· Reminded that the length of stay may necessitate the taking of ongoing medication

5.2 Once in Out-patients

· Our system should warn staff that the patient is disabled or has special needs.  Lengthy waiting periods are distressing for patients and carers.

· We recognise that a disabled person may have different needs than others waiting

· We should consider transport requirements and information given on the availability of new services

· Carers should (with the patient’s agreement) be invited to attend consultation.

· Leaflets from the Carers National Association and information regarding Carers Contact, and Carers Assessment should be made available.

5.3 In-Patient Stay

Accurate information should be given or sent regarding:-

· Appropriate admission time

· Any pre-investigative medication to be taken in advance of admission

· Information regarding anticipated length of stay

· Admission arrangements (time) should be flexible where possible

5.4 During the patient stay

Ward staff should recognise and acknowledge the skill and knowledge a carer may have about the patient and their illness.

The carer, with the patient’s agreement, should have the opportunity to be involved in:-

· Discussions with multi-disciplinary team (arranged through named nurse or Ward Manager) regarding treatment plans

· Diagnosis / an assessment of the future course and outcome of a patient’s disease

· Treatment and use of aids and medication

· Planning discharge

We should also establish what level of support is required by the carer and what level of help the carer is able to give.

All carers, whether a new carer or an existing carer, should be given the opportunity to discuss home care needs and arrangements with a social worker.

5.5 Discharge

The hospital discharge process should include:-

1 Any home care plan if needed

2 Help for the family if needed

3 Carers assessment set up

4 Education for carers, lifting, handling and personal care

5 Contact points for carer including hospital social worker and Local Carers Contact

6 Information on illness process

And on discharge:

1 Medication (advice and information)

2 GP Letter

3 Future appointments

4 Copy of discharge plan

Where appropriate, a copy of the hospital discharge plan should be given to the key worker in the attending care agency explaining the new needs of the person they care for.

If the patient goes into respite or long term care, a copy of the hospital discharge plan should be sent with them to the new caring professionals with explanations of present nursing needs, medication etc.

6. HOSPITAL ADMISSION FOR PATIENTS WITH INDIVIDUAL SPECIAL NEEDS

6.1 Ward staff should recognise and understand the skill and knowledge a carer has about the patient with special needs.  The presence of the carer (when agreed by the carer) gives the patient a feeling of security and stability.

A full history taken from the attending carer will aid medical and nursing staff to carry out effective care with the consent and willingness of patients.  The patient will also benefit as they will become easily orientated in the ward environment when small routines are maintained.  All other information, support and involvement should be the same as any other inpatient stay.

7. EMERGENCY ADMISSIONS

The admission process should aim to identify the patient as someone cared for and contact should be made as soon as the carer information is available to alert the carer of the emergency admission.  (Hospital Admission Information Sheet).

8. THE CARER AS THE PATIENT

8.1 The hospital process will identify the patient as a carer and alert clinic / ward accordingly.

Many carers who have appointments of their own have to make important arrangements involving numerous agencies and / or informal help to organise care in their absence.

To do this effectively they need prior accurate information regarding:-

8.1.1 For Outpatient Attendance the carers will need the following:-

· Anticipated length of time involved

· Any post-treatment restrictions

· Telephone number for discussion of needs / problems and appointment times.

8.1.2 For admission the carers will need the following:-

· Appropriate admission time

· Information regarding anticipated length of stay

· Information regarding help likely to be needed in the home

· An opportunity to discuss home arrangements

· Recognition of possible restrictions after discharge

· In the case of emergency admissions – The Trust staff must demonstrate awareness of needs

8.1.3 Emergency Admission

On assessment, staff should check if the patient has any responsibilities or commitments as a carer

If necessary the attending staff should immediately contact the person the patient has nominated, in order that appropriate care can be organised.  Otherwise, with the agreement of the patient, the duty social worker should be contacted and a care package should be initiated.

The Carers National Association provides an emergency information card for the carers to carry.

8.1.4 The Hospital Environment

Where possible, the provision of a quiet room where carers and patients have time to absorb new information or news that is not good, should be available within easy reach of the ward area.

Parking permits or tokens should be available for carers at the discretion of the Ward Manager.

· Facilities for carers should include hospitality and use of a telephone at the sensitive discretion of the nurse in charge.

8.1.5 Information

· Social Services

· Support Services (statutory and voluntary) which offer practical help, emotional support and financial advice

· Specialist Support groups and Carers / Support Groups / Carers Contact

· Disability – Advice and useful numbers

· General Health Promotion

Carers should be offered full information about the illness or disability of the person they care for.

This should include:-

· Treatment and medication needs

· What they can expect to happen

· Advice on any specific needs the patient may require e.g. dietary

· What to do in an emergency

· Information should be given regarding a carer assessment and its importance to them

9. TRAINING REQUIREMENTS

9.1 All staff within the Royal Shrewsbury Hospital will be made aware of this policy as it impacts on their daily practice.

Evaluation of Service to Carers
Evaluation of this document will be undertaken in July 2001; the initial responsibility lies with Maggie Hulme and Jenny Clegg

· Information

· Discharge involvement

· Sensitivity of staff to the needs of the carer and level of involvement

· Support offered

· Hospitality and facilities

By:

· Satisfaction Questionnaires

· Seeking focus group views

· Monitoring of complaints
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