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Introductory Comments
Jewish Care (Victoria) Inc. thanks the Australian Government Department of Social Services for the opportunity to respond to the Departments discussion paper entitled ‘Designing the new integrated carer support service’, released May 2016.
Jewish Care supports the Departments desire to both increase and better coordinate services that support the many unpaid carers in our society. We believe that the initiatives outlined in the discussion paper will have a substantial impact on improving the experience of the carer in performing their vital role whilst at the same time assisting to improve their individual well-being.
Overview of Jewish Care Victoria
With a heritage dating back to 1848, Jewish Care (Victoria) Inc. (“Jewish Care”) is Victoria’s largest not-for-profit provider of Jewish community care services. 
Jewish Care has helped individuals and families in the Victorian Jewish community receive support in times of hardship or crisis for over 168 years. Since the early days, when the foundations of Jewish Care were established, our mission to support and enhance the wellbeing of the Jewish community of Victoria has not wavered. Our values of family, respect, kindness and charity continue to be the foundation of our services.
Over time, Jewish Care has grown with the community. We are a first point of contact for people seeking support for respite and residential care, or experiencing unemployment, homelessness, emotional and financial difficulties, mental health issues, and those living with a disability. 
As ever, we remain dedicated to providing professional and dignified services that support older people, both at home and in residential care. Jewish Care also provides employment training, counselling and innovative programs to impart life skills to encourage and develop the potential of Jewish youths.
Delivering the highest quality of care, coupled with real choices, Jewish Care is transforming from a provider of necessity to a provider of choice. We employ over 650 highly dedicated staff and are supported by over 450 passionate volunteers and thousands of generous supporters, all of whom share a common desire; to enrich the lives of others. 
Our Mission

Supporting and enhancing the wellbeing of the Jewish community of Victoria by providing excellent support and care for individuals and families.

Our Values

Our values, chessed (kindness), mishpacha (family), derech eretz (respect) and tzedakah (charity) define who we are and underpin everything we do. They are also particular to the Jewish approach of creating a meaningful life and a strong, cohesive community.
Our four values provide a moral compass for the way we respond to challenges and the decisions we make.

Our Services
Jewish Care supports on average 10,000 service connections to 5,000 clients per annum through the following services.
Individual and Family Support Services

· Front Door - provides information and coordinates access to Jewish Cares services.

· Housing Support - assists individuals and families experiencing housing difficulties to identify and access suitable accommodation options.

· Service Coordination - works with those experiencing multiple and complex needs.

· Financial Support - works with those experiencing financial stress.

· Mental Health Promotion - focuses on promoting positive mental health and enhancing understanding of mental illness.

· Professional Counselling - offers counselling on a wide range of issues including parenting, relationships, loss and grief, Jewish identity and family violence.

Disability Services

· Housing and Home Support - provides meaningful housing options for adults with a disability who wish to live independently.
· Independence Focused Residential Services - offers a unique blend of housing, individualized support and community engagement.
· Respite Services for Children and Adults - provide time for carers to take a break from caring and to recharge.

· Individual Support Services - helps people with disability to lead an inclusive and rewarding life.
· Carer and Family Support program - provides information and support to carers who look after people with disabilities.
Community Aged Care Services 

· Healthy Ageing Programs - provides flexible health and wellbeing services for seniors.

· Holocaust Survivor Services - supports first generation Holocaust survivors living in Victoria.

· Home and Personal Care - designed to enable older people to continue to live in their own homes.
· BlueStar - Casual labor force for in-home services 
· Respite Services - provides support for carers through in-home, residential and day respite services.
Residential Care 

Our Commonwealth accredited residential and respite care for older people is provided in a uniquely Jewish and Heimish environment across four homes

Jewish Life

Our Rabbis and staff provide cultural and spiritual support in the form of pastoral care, Kashrut observance, Rabbinical Services, festival observance, staff education and training, and a host of other cultural and spiritual services for the benefit of the Jewish Care's residents, clients, volunteers, staff and the community as a whole.
Response to questions raised in the Draft Service Concept
Service Concept – Awareness
Design Consideration
If the proposed model is to achieve a preventative focus, it will be important to identify carers early in their caring journey and connect them to potential supports.  For many carers, this occurs within a healthcare setting, where the person they are looking after may be diagnosed with a condition.  The challenge in doing so is that carers are commonly focussed on the needs of the care recipient, rather than how they will manage their new role.  For example, a study involving the delivery of carer focussed information in a written format within a healthcare setting led to carers overlooking important information which may be of benefit to them (Grande, Austin, Ewing, O'Leary, & Roberts, 2015). This sentiment was reiterated by the Carer Working Group where carers in the group expressed that brochures were simply put in a drawer and not reviewed unless it was of benefit to them at the time.  Given this, what would be the most effective and efficient means of raising awareness for individual carers early in their caring journey?
Response

Any individual has the potential to become a carer as some point in their life, for a variety of reasons and for various lengths of time. The drivers to this occurring are also many and varied as are the initial touch points with services when such a role is identified or comes about. Awareness information about carer roles for example from:

· Hospitals, 

· Early childhood services such as maternal and child health services

· General Practice and Primary Health Clinics

Additional campaigns could include television, and other forms of media (social, online, print).

Information should be balanced and informative explaining ‘What is a carer?’ ‘Why are they important?’. In addition provide examples of who they support and how (vignettes and case studies are often helpful in this form of community education as it is identifiable)

Awareness raising should also inform people about the supports available to carers and link them to relevant information.

Other avenues to raise awareness are through service providers, support organisation and religious groups who are often where those in need of support turn for assistance.
Design Consideration

A key group of carers for whom awareness will need to be targeted is young carers.  Young carers include unpaid carers who range from young children to teenagers (4-17 years) and young adults aged 18 to 24.  Purcal and Co (2012) argue that the most desirable service goal for young carers is prevention. A primary facet of this involves identification of young carers as early as possible by health/disability services, particularly if formal services may not be adequate to negate the need for a caring responsibility to arise or become entrenched. In considering support for young carers, to what extent should awareness be raised through schools and how could this best be achieved in a cost effective manner?  Purcal and Co (2012) suggest that a more holistic approach to whole of family support should be taken from the outset within the health care setting.  While schools are a potential point of identification, they may only identify young carers once they have become entrenched, such as where absences are observed or academic performance lowers.  If this is the case, should more resources be directed towards raising awareness about young carers (and carers in general) in the healthcare sector, rather than in schools?
Response

As per the above, awareness raising should canvass multiple avenues, and whilst schools are one access point for young carers this should certainly extend to tertiary institutions and wider community networks where young carers can be accessed. 

Suitable networks to consider are student unions, youth groups, group training companies, teacher groups, school resilience programs and school welfare programs

The access to young people through sports clubs cannot be underestimated. The following report prepared by Roy Morgan (http://roymorgan.com/findings/6123-australian-sports-participation-rates-among-children-and-adults-december-2014-201503182151) states that “10 of the top 20 most popular sports and activities among Aussie kids aged six to 13 are team sports. Soccer is the clear favourite, with 1.2 million young players across the country, followed by around 750,000 basketballers, 630,000 cricketers and 500,000 netballers.  
In addition, the avenue of social media campaigns should be explored. A common practice is to make something topical for a set period on social media. A recent campaign focusing on increasing awareness regarding family violence was conducted with a local Primary Care Partnership in Victoria who set a plan for a 16 day social media blitz with daily topics and commentary.
Service Concept – Information Provision
Design Consideration
Feedback from co-design participants to date has indicated that information provision must be tailored to a carer’s individual situation or it is of limited value.  While information is available through carer organisations today, as well as the Carer Gateway, would individualised recommendations be of benefit when carers are undertaking or receiving other services?   
Response
The importance of Face-to-face encounters that allow for an iterative discussion, picking up of non-verbal ques, and the ability of other members of the family included those who are cared for allows for a more holistic assessment of needs. A person centred supportive approach engenders carer confidence and a referral, walk through of information, question and answer opportunities can be provided. Information about support services should be clear, accurate, relevant to the local context and current.
Service Concept – Intake
Design Consideration

Intake is intended solely to be a service which facilitates access to certain supports. As it involves the collection of information, it does not generally offer carers an immediate benefit in exchange for the provision of this information.  Given this, are there ways to make intake a more beneficial process for carers?  For example, carers and organisations assisting carers today have indicated how important having plans in place is to carers, that it provides a sense of certainty and relief.  In undertaking intake (either through phone or self-service online) carers could opt to register their emergency plans with the service so that in the event of an emergency, information can be readily accessed to deliver respite support.
Response
This is a sensible and worthwhile initiative and one that we would support being put in place.
Design Consideration

Another way to ensure that intake is of direct benefit to carers is to limit its utilisation to those times it is necessary.  For example, to what extent would intake be required to facilitate access to peer support or education?  While it will be important as part of the future service to measure outcomes of the interventions developed so as to build upon and improve their delivery, this additional administrative burden may represent a barrier to people otherwise accessing these services.  Given this, when should intake be a mandatory process?
Response

Intake processes need only be accessed where the carer needs to access additional services or when urgent support is needed.
Improved effectiveness in information sharing needs also to be explored. Improved processes that reduce the need for the carer to constantly retell their story would add value and increase efficiency. The carer should however be advised as to how their information will be used and who will have access to it.
Additional benefits of centralising information it the ability to create aggregate data to inform demographics suited to informing service planning.
Service Concept – Education
Design Consideration

As stated earlier, research suggests that carers may be more inclined to accessing services they report high satisfaction with such as respite. However, education programmes commonly provide longer term benefits to carers.  Carers report they are commonly time poor and dedicating time to undertaking an education programme may not be perceived as helpful by carers.  Given this, how can we encourage carers to access education support?
Response
Firstly education should be a normalised experience. Feedback from carers has been that they often feel that being ‘sent for education’ sets a negative connotation that they are struggling or have in some way failed. This should not be the experience. 
Education should also be easily accessible; if face to face delivery is used there should be support for carers to access respite in order to attend the education. Other resources should also be developed such as small tool box videos that can be accessed either through the gateway or other portals that carers can self-select to review based on the topics of relevance to them. This would assist to tailor the experience and information making the content more desirable and useful for the carer.
Design Consideration

While online education is a cost effective and efficient way to deliver education programmes, research suggests that achieving high completion rates can be challenging.  If education were to be offered online, how can we encourage carers to participate and complete an education programme?
Response

An emerging area of focus for online education is through mobile technologies such as smart phones.  Marketing companies often research the response rates to email versus SMS messaging. Many find that 98% of text messages are opened and result in an action as opposed to 22% of emails being read let alone resulting in an action.

Further to this. A mobile app with short education sessions as suggested above would provide easy, mobile access to education and be accessible at point in time, rather than when face to face can be scheduled or when time at a computer can be achieved.

Design Consideration

There are many organisations who run education programmes for carers funded through programmes outside of the Department’s carer support funding and will continue to do so in a future model.  Given this, how can the future Integrated Carer Support Service help carers to be aware of, and access education which may be relevant to them outside of these carer focussed supports?  
Response

Nil Comment
Service Concept – Peer Support
Design Consideration

What are some of the tools or supports which could assist in delivering peer support to a broader base of carers in a cost effective manner?  Currently, some models of peer support involve use of professional facilitators or guest speakers.  Implementing these models nationally may be too high in cost to sustain in the longer term.  Given this, how can a peer support model be designed which encourage carers to participate and remain engaged?
Response
It is recognised the Peer Support is extremely important and an effective ways of normalising the carer role, regardless of the variety of complex situations that carers may find themselves in, hearing that others have experience similar assist to reduce isolation and provide strategies to work through complex issues. 

However when a person is themselves in an active carer role it is unrealistic to expect them to take a leadership or support role. That said, past carers may be an option. Education/train the trainer for these past carers would be needed to ensure consistent supports and information are made available to participants and they are able to facilitate supportive experiences through the functions of the peer group.

In our experience, working within the CALD community, the ability to meet with members of one’s own community is also important as acknowledgment of cultural and spiritual expectations can also be considered.
Design Consideration

The evidence above suggests that peer support groups, when used as a standalone intervention, may not be particularly effective.  However, peer support may provide a way for carers to connect with the Integrated Carer Support Service in a less formal way.  For example, a carer may first join an online forum before deciding whether to proceed to seek more help.  Peer support, when used in this way, may help encourage people to engage more using channels such as social media.  Consultations to date have highlighted this may be beneficial in reaching those carers who may not have otherwise have sought formal support such as young carers and Aboriginal and/or Torres Strait Islander carers.  Should peer support be a service able to be accessed without pre-conditions or structure processes?

Response
Yes access to peer support should be accessible without pre conditions. Any barrier to access may result in deterring those who would benefit from peer support.  There can be both a structured and non-structured process to accessing the peer programs. 

Structured may be through service provider, education, or gateway referral to the group, or alternatively the non- structured option would be for the carer to self-refer.
Service Concept – Needs Identification & Planning

Design Consideration

To what extent do you think goal based planning should be used at the assessment stage of the process?  Goal based assessment and planning approaches are common to Consumer Directed Care principles, usually in conjunction with a funded package or financial allocation of some form.  Given that a carer may not necessarily receive this, would a goal based planning approach be worthwhile?
Response

Goal based planning is an accepted practice for many forms of consumer directed service as evidence through CDC and the NDIS. It requires assessors to have an understanding of needs based assessment and goal planning. It is acknowledged that the Carer Support Needs Assessment Tool (CSNAT) is currently in pilot therefore an agreement on the assessment tool remains pending. 
That said, there are a number of methods of goal planning in place at present and it should be first determined which method/model would be used.  Education of relevant assessors/planners should then be undertaken to improve compliance and consistency with the plans. Agreement would need to be in place as to who conducts the assessment, who develops the goals and how, and who monitors achievement and progress to the goals.

In addition, whilst the CSNAT is not the subject of comment in this discussion paper Jewish Care would like to strongly encourage that consumer feedback forms an important component of the development of the tool.

Design Consideration

To what extent should self-assessment form part of the future model?
Response

Self-assessment may provide a cost effective step in the process however a suitable, easy to understand and consistently applied validated tool would need to be in place. Such a tool would also need to take account of English as a second language on indeed non English speaking carers.

The method of delivery for self-assessment should also be explored, e.g. would it be an online tool, hard copy and mail in or otherwise? If the carer had difficulty with the self-assessment who would they contact and what help could be provided?
Service Concept – A multicomponent Intervention

Design Consideration

Multi-component support seeks to amplify the effects of the supports by combining them. While all carers could benefit from these supports, funding will not extend to providing this type of support to all carers.  Given that this model is seeking to apply preventative thinking, how can we ensure these supports are allocated to those carers who will benefit the most from them?  What should be the criteria by which this is determined?
Response

Prevention rather than crisis led intervention will is absolutely the preferred model. 

Whilst the model currently states that multi component support cannot be provided to all carers it is our view that all carers be assessed for the suitability of receiving all available components. Early assessment of carer needs and suitable support and linkage should reduce the crisis intervention later in the journey. In addition, it could be asserted that the preventative intervention through a multi-component model will require less resource that the application of multi component service later in the journey if or when crisis occurs.

To draw a line that suggest that carers who meet a specific set of criteria would require a complex assessment system that suitably gathers the relevant information to make such a decision, whilst taking into context the many and varied carer scenarios. For example, how would the assessment cater for a carer with multiple carer roles such as caring for either two elderly parents, or two children with a disability?

In addition, if a carer cannot access multi component services, what is their method for reassessment when circumstances change?
Service Concept – Multicomponent Intervention: Financial Support
Design Consideration

In her early paper on Consumer Directed Care approaches, Howe (2003) notes that where funding allocated to individuals as part of a financial support package is not high (as opposed to some disability packages being in the tens of thousands), the overhead and administrative cost may not be worthwhile to put in place accountability measures for individuals to demonstrate how funds were spent.  While some carers as part of the research undertaken have indicated they would be happy to manage a package, others in older demographics have indicated this would be yet another burden.  Some carers have openly indicated that if there were no controls applied to these funds, they would have spent the funding on the person they cared for, rather than on supports to help them as a carer.  How can we help carers to use these funds appropriately without large administrative burdens on carers or providers who may be assisting them?
Response
It is our view that a distinct focus be placed into two funding lines, funding to support the care recipient and funding to support the carer.

This may be achieved in a method similar to the way in which the NDIS funding is structured, whereby funding is set to specific accounts and are to be used for specific approved purposes.

Service Concept – Multicomponent Intervention: Carer Mentoring

Design Consideration
It is evident from our research and from consultation with carers and organisations that carers’ needs vary over time.  This service is intended to provide carers with goal based planning and coaching support.  Coaching programmes are normally funded for a time limited period such as the Stronger Carers Programme 10 week programme or beyondblue’s New Access Coaching Service.  When would a coaching programme be most effective for a carer?
Response
Coaching or mentoring is best scheduled as early as possible before any potential level of crisis occurs.
Design Consideration

Some carers may not want a coaching programme which extends over time, despite the potential benefits, preferring only intermittent contact when they feel they need it.  Given this is intended to be part of a multi-component support model, should this be a mandatory part of the service? Or should mentors should be able to determine whether the carer has the capacity to forgo coaching until another time?
Response

Making the mentoring approach compulsory/mandatory normalises the experience for carers. They therefor do not feel or appear singled out to receive mentoring when others may not. That said, a model may consider making a set period mandatory after which carers can then opt out of ongoing contact, retaining the ability to opt back in or be referred back in by providers if the need arises.

Service Concept – Multicomponent Intervention: Respite Support Services

Design Consideration

The inclusion of respite support within a multi-component support package is consistent with recommendations arising from the literature.  A number of carer organisations have reported anecdotally that more flexible responses such as brokered respite, have resulted in longer term outcomes.  It is for this reason that this service is proposed to be coupled with financial support, as a form of consumer directed respite and coaching.  This could mean a shift towards using respite as a complementary, not primary support.  Will moving to more of a consumer directed model, where funding is attributed to an individual carer result in unintended effects?  What might these be and how can they be mitigated?
Response

The assessment of carer needs should for the initial basis for periodic access to respite. This should then inform the funding allocation. Our experience is that planned episodic respite on a regular basis reduces the need for emergency respite when the carer is in crisis, reducing stress and for the carer and the care recipient. 

Identifying respite as a potential support at assessment would then allow it to form part of the complimentary supports.

This does not however remove the need for emergency respite. This should still be available to all carers. 

Moving to more of a consumer directed model for respite may have unintended effects, for example the carer may hold out and not access respite for prolonged period because they do not identify themselves as being in crisis. This could be detrimental for carers and increase the need for supports later.

Under a consumer directed model carers would need to be clear on the amount of respite they are able to access, and how much they have available to them at any given time.

A further consideration is that carers may not want the burden of coordinating their own respite and therefore may require assistance, if so carers should receive funding to be able to source such assistance as required.
Service Concept – Multicomponent Intervention: Counselling

Design Consideration

While counselling has been shown to be highly effective at reducing carer strain, delivery of counselling to large numbers of carers is challenging due to the resources involved. Similar challenges are being faced in the mental health sector where many people who would benefit from counselling are unable to access the service due to long waiting lists and high costs. Comparative research of delivery modalities (i.e. telephone counselling versus online programmes) has demonstrated that digital and telephone counselling are as effective as face to face counselling.  Utilisation of lower cost channels such as telephone or online to deliver counselling will mean more carers will be able to receive counselling.   Much of the evidence relating to effective counselling programmes for carers is focussed on CBT. What other counselling programmes and techniques would be beneficial in reducing carer burden?  Could these be delivered to a broader group of carers through telephone or online channels?
Response

There are a number of forms of counselling available such as Narrative therapy, relationship counselling, grief counselling, family counselling and so forth. Carers should be able to access counselling that meets their individual needs.

That said, whilst telephone counselling may assist to reduce demand for high cost face to face services, consideration needs to be given to the ability to have family counselling which most often requires the ability for small groups of two or more to take part in the session. Online forums such a skype or telehealth platforms should be considered as a potential alternative for cares that have that ability to access such models of service delivery.

In addition, carers and care recipients with who are from a non-English speaking background, or have English as a second language, may require bilingual counsellors of translators. Therefore any methods of counselling service must be assessed for its level of effectiveness for these groups.
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