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Executive Summary  
 

Northern Ireland has the fastest growing population in the UK with people living longer and 
experiencing multiple health challenges.  There is an increasing demand on adult health and social 
care services and a recognised need to explore alternative ways of working to reduce the pressure 
on existing and future health service provision.   
 
Creative Local Action Response & Engagement (CLARE) CIC is a community led initiative that aims 
to build the capacity of local people to support vulnerable adults to live independently in caring 
and responsive communities, delivering better health and well-being outcomes for the individual 
and reducing the pressure and early reliance on adult health and social care services.  
 
CLARE has worked with key health professionals across the Public Health Agency, Health & Social 
Care Board and Belfast Health & Social Care Trust to develop a model that dovetails with existing 
adult health and social care provision and fits strategically with the future direction of health 
reform.  In the first year the project has supported 55 adults and older people referred by North 
Belfast HSCT Integrated Care Team and recruited 34 local Community Champion volunteers who 
have delivered over 700 hours of life changing volunteer support.  
  
CLARE is a timely initiative in response to current challenges faced by the health sector and 
provides a unique opportunity to work in partnership maximising skills and resources to achieve 
better outcomes for vulnerable adults and older people.  The project has the potential to play a 
significant role in the transformation of how future adult health and social care services are 
delivered complementing the Transforming Your Care – Vision to Action review across a number of 
key emerging themes, desired outcomes and principles underpinning the TYC approach.   
 
The value and impact of CLARE is demonstrated throughout this report capturing the views of 
health professionals, community champions and most importantly the outcomes of those adults 
and older people benefiting from engagement. 
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Introduction & Background  
 
Vision - “To create communities where all people feel supported and engaged, where people look out for 
one another and everyone has the opportunity to reach their full potential” 
 
C.L.A.R.E. is a community led initiative that aims to build the capacity of local people to support vulnerable 
adults to live independently in caring and responsive communities, delivering better outcomes for the 
individual and reducing the pressure and early reliance on adult health and social care services.  The 
project is based in Mount Vernon estate and operational across North Belfast focusing on developing a 
sustainable and scalable community model that will achieve better health outcomes for individuals and 
increase capacity and social capital within communities.  In October 2013 the project began working with 
representatives from the Public Health Agency, Belfast Health & Social Care Trust, Health & Social Care 
Board, local communities and potential programme beneficiaries to design and develop operational 
structures and commenced delivery April 2014.  
 
There is an increasing recognition that those with care and support needs generally want to live 
independent, socially inclusive lives with the opportunity to design their own care and support in a way 
that best meets their needs rather than trying to fit themselves into existing services.  Equally there is a 
recognition that individuals needs are complex and unique spanning across multiple challenges involving 
health, finance, housing, friendships, family support, community safety and often influenced by the locality 
in which they live in.  These combined factors have a wider detrimental impact on health and well-being 
outcomes and in order to achieve a positive impact on individuals health and well-being a whole life 
system approach is required to achieve better outcomes for the individual, the local community and wider 
society.  
 
C.L.A.R.E.  is working with Belfast HSCT Integrated Care Team, engaging with those most vulnerable 
utilising a community development approach with health promotion, prevention and early intervention 
embedded in the design and delivery.  Individuals referred to CLARE are supported to identify the services, 
resources and supports they require to enable them to maintain independent living, have choice and 
control over their lives and improve overall health and well-being outcomes.   
 

Core Programme Objectives  
 

 Improve support for vulnerable adults and older people 

 Create and use social capital 

 Strengthen neighbourhoods & build resilient communities 

 Deliver an effective and efficient model of care 
 

Programme Outcomes 
 

 Improved independence and feelings of health and well-being 

 Increased volunteering and skills development 

 Enhanced employability prospects and economic activity 

 Delay in early reliance on adult health & social care services 

 Reduced non elective hospital admissions, missed appointments and early reliance on residential 
care 
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CLARE Programme Objective and Outcome Triangle 
 

 

 
 
 
 
The CLARE model is outcomes based and inextricably linked to a number of key cross government strategic 
priorities within health, community and economic regeneration (See Appendix 1 Strategic Context).  
 

Targeted Approach  
 
CLARE has developed referral processes with Belfast HSCT Integrated Care Team receiving referrals from 
Older Persons, Physical Health & Disability, Sensory Support, Reablement, Mater Hospital and 
Meadowlands Residential teams.  Individuals have been assessed by the Integrated Care Teams and 
referred to CLARE’s services to:  
 

 Access supports to delay/prevent the need for Adult Health & Social Care Services 

 Access supports to enhance existing Adult Health & Social Care Services 

 Access supports to assist with returning home from hospital/residential/nursing home discharge 

 Assist service user and family to consider other ways of receiving support via self-directed support 
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Programme Model & Interventions 
 
  

 
1 Individuals referred by I.C.T.s are assisted by CLARE Community Social Work Broker to engage in 
supported self-assessment identifying social and physical challenges in their lives.  They are supported in a 
person centred way to develop a holistic living plan with creative and personalised solutions to overcome 
the challenges they face and make important choices about the direction of their lives.  
 
2 CLARE Social Work Broker will assess, identify and maximise strengths and assets of the individual, their 
families and the community, voluntary and statutory resources and connect them to sensitive and 
appropriate services to maximise independence and improve health and well-being.  
 
3 CLARE Social Work Broker will explore the potential barriers faced by individuals that may prevent them 
from engaging in supports such as poor health and/or physical mobility, inadequate transport or lack of 
knowledge and confidence to engage in services.  Individuals will be appropriately matched with trained 
community champions who will support engagement ensuring those most vulnerable have access to 
supports.  
 
4 Where a need has been identified and there is no existing service or resource CLARE will seek to bridge 
the gap in service provision by utilising the assets and resources within communities.  This evidence base 
will be used to advocate on behalf of those who require support to inform Commissioners of areas where 
service is not meeting need for future commissioning calls. 
 
5 CLARE Social Work Broker will promote a person centred and inclusive approach monitoring and 
reviewing individual living plans taking the lead in ensuring multi-agency approaches are continuing to 
meet the need, safeguard and improve the individuals’ health and social well-being.  Outcomes will be 
realised using the Outcome Star evaluation tool and fed back to referral point.  
 
 
 

Self-Assessment & Person Centred Living Plan 
created supported by CLARE Social Work Broker 1 

Connect to existing supports & resources enabling 
independence & improved health & well-being 2 

Match with a community champion to assist 
access & engagement in supports 3 

Identify gaps in current provision & fill them by 
utilising trained volunteers 4 

Monitor, review and evaluate the impact of 
interventions and outcomes 5 

CLARE Model 
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Community Champion Supports 
 
In order for CLARE to remove the barriers to participation and bridge the gaps in existing services, local 
people are encouraged to volunteer and become ‘Community Champions’ carrying out meaningful 
volunteering activities that enables those most vulnerable to maintain their independence and feel 
connected and supported within their local communities.  A robust volunteer recruitment, engagement 
and management process has been developed providing a range of volunteering roles offering 
opportunities for local people to gain a valuable volunteering experience, enhance personal development, 
achieve accredited qualifications and improve employability prospects.   
 
Community Champions engage in a wide range of volunteering roles such as;  
 

 Home visiting to offer befriending which may involve activities such as reading, arts and crafts to 
provide stimulation and reduce feelings of isolation, particularly for those who are housebound 
with limited or no family networks 

 Support with outings to enable people to engage in social opportunities, attend to personal 
shopping, access their finances or visit a relative in a care home or hospital setting  

 Assistance to attend medical/advice appointments by providing transport and staying during the 
appointment if needed as a listening ear.   

 
CLARE community supports are bespoke, developed and agreed around the needs of the individual 
referred rather than a ridged volunteering role. 
 

Safeguarding  
 
CLARE has developed robust safeguarding measures to prevent and reduce the risk of harm to adults from 
abuse and other types of exploitation whilst supporting individuals to maintain control over their lives and 
make informed decisions.  The project is innovative and recognises the need to work in creative ways 
concentrating on outcomes and ensuring a robust safeguarding framework is in place protecting those 
least able to protect themselves.  Safeguarding pathways have been developed in partnership with BHSCT 
Adult Safeguarding team to ensure safe, effective and high quality standards in protection in identifying 
and reporting neglect, abuse and poor practice.   

 
Monitoring & Evaluation  
 
CLARE has implemented a monitoring and evaluation framework and management information system to 
capture programme activity, beneficiary outcomes and wider programme impact.  CLARE report findings 
will be evidenced through the use of quantitative data evidencing number and criteria of beneficiaries, 
interventions applied and economic impact.  Qualitative outcomes and impact of programme delivery will 
be evidenced through 1-1 interviews, case studies and Outcome Star Evaluation tool. 

 
CLARE CIC Year 1 Report Findings 
 
Year 1 report will focus on how the programme has developed and progressed towards CLARE core 
objectives and outcome indicators.  A total of 55 service users were referred to CLARE, April 2014 – March 
2015.  A total of 34 Community Champion volunteers were recruited and inducted, October 2013 – March 
2015.  CLARE has an operational team of 1 full time Programme Manager, 1 full time Community Volunteer 
Facilitator and 1 full time Community Social Work Broker. 
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4 core objectives have been agreed across programme delivery with a focus on supporting vulnerable 
adults and older people by developing skills and harnessing goodwill within communities to deliver a 
holistic model that achieves better outcomes for individuals.  5 strategic outcome indicators have been 
agreed to monitor success towards achieving agreed objectives.  Outcome indicators have been linked to 
specific objectives, however may be a contributing factor across multiple objectives.  
 
  

Objective 1   Improve Support for Vulnerable Adults and Older People 
Outcome Indicator  Improved independence and feelings of health and well-being  

Data collection 
Method 

Number of service users, levels of activity (signposting, 
information, community champion interventions), service user 
health profiles, case studies, feedback questionnaires, outcome 
star evaluation tool 

 
A total of 55 individuals were referred by Belfast HSCT Integrated Care Team during the reporting period. 
CLARE Social Work Broker completed 250 client assessment and review visits developing holistic living 
plans and monitoring life outcomes.  Over 700 community champion volunteering hours were delivered 
across a range of supports such as befriending, assistance to attend medical/non-medical appointments 
access personal shopping/finances and connect to social opportunities.  
 

Client Health Breakdown 
 

Chronic Diseases & Health Related Conditions  Number of Service Users  

Heart Disease and Heart Related Conditions  14 

Chronic Obstructive Pulmonary Disease 4 

Osteoporosis 4 

Alzheimer’s and Dementia Related Conditions 10 

Arthritis 5 

Asthma 2 

Diabetes and Kidney Related Conditions  12 

Mental Health & Health Related Conditions  

Diagnosis of Depression 8 

Low Mood 2 

Bipolar Disorder 1 

Psychosis 1 

Schizophrenia 1 

Alcohol Dependency 6 

Mobility  

Poor Mobility  12 

Prone to Falls 10 

Back Problems  3 
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Outcome Star Evaluation Tool 
 
CLARE is a registered Triangle Consultancy Outcome Star Practitioner and use a range of evaluative 
Stars to measure qualitative outcomes at an individual and operational level (Older Persons, Well-being 
and Carers Star).  The tool is integrated into CLARE Social Work assessment, support planning and reviews. 
Service users are empowered through person centred conversation to explore the type of life they want to 
live, determining what is important to them.  They are supported to identify practical and creative 
solutions that will enable them to choose and live the life they value and create a unique living plan. Their 
perception of well-being is scored during CLARE initial assessment and reviewed between 3-6 months 
during and after CLARE interventions.  The star evaluation tool is an excellent way to empower individuals 
and enable them to have a sense of control over their lives which is key to achieving a sense of well-being.  
During the reporting period Outcome Star tool was used to monitor and evaluate the personal journeys of 
20 clients who engaged for 6 months or more.  
 

Well-being Outcome Star Evaluation Sample  
 
Evaluative data from service users with multiple health complications referred from Belfast HSCT Physical 
Health and Disability team.  Service users rated a range of well-being indicators during the first 6 weeks of 
engaging with CLARE (inner circle).  A review was carried out after 3- 6 months engagement to map 
progress (outer circle). 
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The table below shows the average proportion of the clients completing the Well-Being Star whose score 
for a scale has increased, decreased or stayed the same.   
 

SCALE DECREASE NO CHANGE INCREASE 

Your lifestyle 0% 25% 75% 

Looking after yourself 25% 25% 50% 

Managing your symptoms 25% 25% 50% 

Work, volunteering and other activities 0% 75% 25% 

Managing Money  25% 75% 0% 

Where you live 25% 25% 50% 

Family and friends 0% 50% 50% 

Feeling positive  25% 50% 25% 

 
The star evidences an improvement across a range of indicators such as Your Lifestyle, Looking After 
Yourself, Where you Live, Managing Symptoms and Family and Friends.  The decrease represents a decline 
in health which has reduced independence and is reflected across similar indicators. 
 

Older Persons Outcome Star Evaluation Sample  
 
Evaluative data from older people (65+) engaging with CLARE and receiving interventions over 6 months 
during the reporting period.  Each individual identified how they rated specific areas of their lives 
contributing to their well-being within the first 6 weeks of engaging with the project (inner circle).  
Individual reviews were taken 6 months after CLARE interventions to capture the journey of change (outer 
circle).    
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The table below shows the percentage of the service users who completed the Older Persons Star that 
made progress, stayed the same, or slipped back based on their overall Star score, i.e. an average of their 
scores for each scale. During the reporting period 60 % of service users were referred to improve and 
promote independence, 47% to address or prevent social isolation and 47% to promote improved physical 
and/or mental health and well-being.  There is a significant increase across, Keeping in Touch, Feeling 
Positive, Looking after Yourself and Feeling Safe. These results can be directly linked to CLARE’s 
interventions applied to improve independence, physical and mental health and well-being and reduce 
social isolation as identified as a need at referral point by Belfast HSCT Integrated Care Team. 
 

Scale  Decrease No Change Increase 

Staying as well as you can  14% 29% 57% 

Keeping in touch  0% 7% 93% 

Feeling positive 0% 21% 79% 

Being treated with dignity 7% 22% 71% 

Looking after yourself (and others) 0% 29% 71% 

Feeling safe 7% 22% 71% 

Managing money and personal administration  0% 50% 50% 

 
Carers Outcome Star Evaluation Sample  
 
Evaluative data from individuals who were caring for a relative engaging with CLARE and receiving support 
that complemented and/or filled a need on an interim period until Trust services were in place.  
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The table below shows a significant increase in individual Carers perception of their health, how they feel 
and the time they now have for themselves as a result of CLARE interventions.  
 

Scale  Decrease No Change Increase 

Health 0% 0% 100% 

The caring role 0% 50% 50% 

Managing at home 0% 50% 50% 

How you feel 0% 0% 100% 

Time for you  0% 0% 100% 

Finances 0% 50% 50% 

Work 0% 100% 0% 

 
The Outcome Star tool covers a wide range of well-being indicators and is excellent when used with service 
users engaging for longer periods of time to enable practitioners to develop a relationship and capture the 
individual journey of change.  The tool lends itself well to long term intervention as opposed to short term 
intervention such as provision of information and signposting that requires low level support.  In order to 
capture short term intervention outcomes CLARE developed a service user friendly feedback form. 
 

Service User Feedback Questionnaires 
 
Feedback on how satisfied service users are with CLARE understanding and responding to their issues is 
captured on a service user questionnaire.  A total of 18 questionnaires were returned reflecting one third 
of the total service users.  100% of respondents rated the highest satisfaction level with CLARE’s 
understanding, response and ability to assist with finding a solution to their issue.  
 
Comments included; 
 
“I think you are wonderful and marvellous.  Seem to know what I need and what I want.  I’m going to do 
some crafts that I used to do years ago and it will be wonderful.”  (93 year old lady) 
 
“Could not do without them, would have been lost without the help as I am on my own.” (82 year old man) 
 
“100% excellent.  Everyone is thoughtful of my feelings and treated my problem with sincere interest and 
with a view to my wellbeing always in mind.  Always there when I need you.”(85 year old lady) 
 
“Because of my illness……depression, the CLARE project have helped me by giving me support and caring.” 
(63 year old lady) 
 
“This is the first time someone has focused on what I can do and not what I can’t.” (58 year old lady) 
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CLARE Case Stories 

 
Throughout the reporting period CLARE has gathered a range of case stories reflecting the impact the 
projects interventions have made, as told through the service user experience.  Those participating have 
expressed a desire to become ‘Service User Champions’ acting as advocates on behalf of CLARE 
highlighting the value of the project.  Service users have engaged in designing promotional materials, 
feedback forms, case story voice recordings and contributed to the official project launch event.  
 

Heather’s Story 
 
Heather is a visually impaired lady who highly values her independence and enjoys engaging in social 
opportunities.  Heather loves shopping for food and clothes but found it increasingly difficult to get reliable 
assistance in shops which caused her frustration and anxiety.   
 
Heather was referred to CLARE by the Integrated Care Sensory Support Team under early intervention to 
provide assistance to carry out tasks that would assist to maintain her independence and improve her 
mental health and well-being. Heather engaged in one to one support planning with CLARE Social Work 
Broker to creatively explore the things that were important to her.   As part of the support planning 
process Heather identified that she would like assistance with her food and personal shopping, help with 
walking her retired guide dog and support to read mail and use by dates on food.  She also had a lifelong 
desire to learn the Irish language.  
 
Through CLARE interventions, Heather is now matched to a CLARE Community Champion with similar 
interests and enjoys fortnightly shopping trips, she has been connected to local Irish language classes and 
receives weekly support from a CLARE Community Champion student placement to care for her retired 
guide dog, Dusty. 
 
 
 

  
 
 
 
 
 

“If it wasn’t for 
the CLARE 
Project I don’t 
know what I 
would have 
done.  It’s the 
most brilliant 
support I have.” 
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Tim’s Story 
 
As a full time Carer life can be challenging and, although rewarding, can leave you both mentally and 
physically in need of recuperation.  Tim looked after his frail, elderly mother and was referred to the CLARE 
project to explore opportunities for him to have some time outside of the caring role.  Tim has an 
enthusiastic interest in photography and through CLARE was connected to a photography project where he 
benefited from one to one sessions.  The time set aside for this was the recuperation he needed.  
 
 

       
      

 
Ann’s Story 
 
Ann has health complications that makes it difficult for her to leave her familiar home surroundings and 
finds it challenging to engage in social opportunities.  Ann was referred to CLARE by the Integrated Care 
Older Person’s Team under enhanced support to reduce isolation and improve feelings of mental health 
and well-being. Ann engaged in support planning with CLARE and identified an interest in art and was 
connected to a local art project that delivered one to one art sessions in the home.  Ann’s confidence 
greatly improved and she was encouraged to join a local older persons group.  Through CLARE Ann was 
matched with a Community Champion who accompanied her to the group for the first few sessions until 
she felt comfortable.  A CLARE Community Champion driver collects and returns Ann home on a weekly 
basis as due to her mobility taxis are not a suitable option.  Ann attends the group every week, 
participating in a wide range of activities and enjoys the chance to chat with like-minded people. 
 

 
 

“The CLARE project 
has been very good 

for me.  They help to 
bring me to a weekly 
group and I’m very 

happy with how they 
have helped” 

“I was physically and mentally 
exhausted.  The photography project 
gave me a valuable opportunity to be 
removed from the caring role and a 

renewed appreciation of life.  This was 
the healthier, more rosy outlook that I 

needed….a willingness to carry on!” 
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Objective 2  Create and use social capital 
Outcome Indicator  Increased volunteering and skills development 

Data collection Number of volunteers, number of volunteer hours completed, 
feedback from volunteers, case story examples 

 
Within the reporting period CLARE recruited 34 community champion volunteers and retained 30 who 
completed over 700 hours of volunteering.  A robust volunteering recruitment and induction process has 
been developed in line with best practice guidelines advised by Volunteer Now.  A total of 25 service users 
received one to one support from community champions during the reporting period facilitating the 
following tasks; 
 

Community Champion One to One Tasks Completed  Sessions Hours  

Offer temporary befriending sitting service for carers awaiting Trust services 15 39.5 

Befriending in the home for those individuals who are house bound 110 160.5 

Deliver arts and crafts in the home with individuals who are house bound 6 9 

Assist to attend medical appointments and act as a listening ear if need be 14 31 

Assist to attend non-medical appointments  16 24 

Help to care for a pet 1 2 

Occasional indoor tasks 8 17.5 

Occasional outdoor tasks  12 6 

Assistance to access finances  46 52.5 

Support to visit a relative in hospital/residential care 2 6 

Assistance with personal shopping/getting to the shops  43 78 

Assistance to prepare for hospital/residential discharge  6 17.5 

Assistance to connect to social opportunities  100 300 

 
Amy’s Story 
 
Amy got involved with CLARE after coming to an information event in her local community house and 
thought it would be a great opportunity for her to gain some experience to support her University Degree.  
Amy is matched to an older person who is housebound and visits once a week for a friendly chat over a cup 
of tea.  Amy also provides support complementing the Belfast HSCT weekly 30 minute shopping package by 
bringing along fresh milk, bread and other necessities that run low.  Amy has completed 76 hours of life 
changing community champion support during the reporting period. 
 

 
 

“My volunteering experience 
has really helped me with my 

personal development and 
it’s nice to know that giving a 
little of my time has meant 
so much to someone else.  I 
enjoy my weekly visits and 

it’s a great feeling when you 
know you are helping 

others” 
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Objective 3  Strengthen neighbourhoods and build resilient 
communities 

Outcome Indicator  Enhanced employability prospects and economic activity 
Data collection Number of volunteers achieving accredited and non-accredited 

qualifications, number of volunteers developing skills through 
volunteering opportunities, number of volunteering hours and 
tasks, number of student placements providing practice based 
learning to support theory, number of volunteers securing 
employment 

 
As part of CLARE induction process Community Champions have completed Adult Safe Guarding, Dementia 
Awareness, Sighted Guide and Epilepsy training.  A 2015/16 training calendar has been developed and 
financially resourced based on the identified training needs that will enable volunteers to safely and 
confidently carry out their roles.  Training scheduled includes accredited and awareness courses in 
Medicine Management, HABC Level 2 Award in Moving People Safely, HABC Level 2 Award in Infection 
Control, Listening Ear Skills, FAA Level 2 Award in Emergency First Aid and Managing Service Users Money.  
 
A total of 743.5 hours of volunteering have been delivered on a one to one basis and within the wider 
community supporting a range of activities and tasks that enable independence and reduce social isolation.  
CLARE not only focuses on improving the lives of vulnerable adults and older people but also on developing 
skills and expertise within local communities.  During the reporting period 20% of CLARE volunteers have 
secured employment within the Care sector and reference the training and volunteering experience as a 
significant factor in supporting them to gain employment.  

 
Carol’s Story  
 
“I began volunteering with CLARE just over a year ago.  I wanted to get a job in a nursing home but I had 
never worked with older or vulnerable people and didn’t feel that I had the confidence to.  Through my 
volunteering role with CLARE I was given access to training that improved my confidence and I have 
befriended some very special older people and have built forever friendships.  It’s a pleasure to visit them 
every week.  I’m now working in a local nursing home and want to follow this as a career path.” 
 

 

“If I had not 
volunteered with 

CLARE I would never 
have been able to get 

a job in the Care sector 
as I wouldn’t of had 
the confidence to go 

for it” 
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Volunteering opportunities have been offered to students in Belfast Metropolitan College, Queens and 
Ulster University to support personal development and practice learning.  A total of 4 students currently 
volunteer with CLARE. 
 
CLARE is a recognised Social Work practice learning site providing Social Work student placements through 
Extern and Queens University.  CLARE has been referenced as a best practice model combining social work 
and community development principles and practice and has presented to Queens University 3rd year 
Social Work students as part of their learning and development.  
 
CLARE will be hosting a number of students on an annual basis supporting them to link their theory with 
practice in preparation for their future career in Social Work.  
 

Rachel’s Student Social Work Placement Experience  

“As part of my social work degree I was required to undertake a placement within a social work 
environment. I was allocated in the voluntary sector with the CLARE project which was situated in Mount 
Vernon, North Belfast. Throughout my 5 months experience with the CLARE project it was evident that 
there was a positive camaraderie within the team who were all very warm, welcoming and supportive 
towards me. From this placement my knowledge of community social work was initiated and developed.  
This was achieved through first-hand experience of the implementation of an asset-based social work 
approach. I also developed my knowledge, skills and values and my awareness of anti-oppressive practice 
became imminent within the nature of this community social work experience.” 

“This was a fantastic first placement as I learnt the various social work models, the different 
methods/paths of referrals, the ability to link theory into practice and experience of working in a team 
alongside other professionals. Overall, a very rewarding experience and the work they do is fantastic!” 
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Objective 4 Deliver an effective and efficient model of care 
 

Outcome Indicator  
Outcome Indicator  

Delay in early reliance on adult health and social care services 
Reduced non elective hospital admissions, missed appointments and early  
reliance on residential care 

Data collection Number of service users referred by ICT under early intervention, number 
of referrals by Mater Hospital and Meadowlands social work teams, 
number of hospital appointments serviced, number of volunteer supports  
delivered to maintain independence, case story examples, feedback from 
Integrated Care Teams and service users, economic indicators 

 

Referrals received from Belfast HSCT Integrated Care Team within the reporting period 
 
Referrals received utilising a phased approach commencing April 2014 with the Older Persons Team 
extending to PH & D, Sensory Support in June 2014 and Mater Hospital, Meadowlands and Reablement 
Teams from January 2015.   
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Category of Referrals Received from Belfast Integrated Care Team within the reporting 
period. 
 

 Access supports to delay/prevent the need for Adult Health & Social Care Services (Early 
Intervention) 

 Access supports to enhance existing Adult Health & Social Care Services (Enhanced Support) 

 Access supports to assist with returning home from hospital/residential/nursing home discharge 
 

 
 

Breakdown of categories of referrals based on service user needs identified by Belfast 
HSCT Integrated Care Team. 
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Breakdown of Supports Provided to Enable Independence & Assist Attendance to 
Hospital Appointments  
 
The table below show a breakdown of Community Champion volunteer supports, category and amount 
across all service users.  Sitting service provided by CLARE is on a temporary basis until the need is fulfilled 
by BHSCT.  Personal shopping provided by CLARE is to assist service users to carry out their own shopping 
or complement existing BHSCT provision.  Over 700 hours of Community Champion volunteering were 
delivered by 24 out of 34 volunteers recruited during the reporting period.   25 service users received 
Community Champion one to one support during the reporting period.   
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Breakdown of CLARE Social Work Broker Inputs  
 
The table below is a breakdown of CLARE Social Work Broker input with service users including visits to 
carry out initial assessments, support planning, client outcome and case reviews.  Breakdown of amount 
and type of contact with other organisations and professionals involved with service users when identifying 
and brokering necessary supports.  
 
 

 
 
 
Service users were supported to engage with a range of organisations such as Belfast Central Mission, 
North Belfast Good Morning Project, North Belfast Advice Partnership, Volunteer Now, NI Housing 
Executive, Addiction NI, Alzheimer’s Society, Age NI, National Energy Association, Helm Housing 
Association, Older Persons Groups and local Pharmacists.  
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Economic Outcome of Preventative Interventions 

 
The CLARE model has been working with a target group to demonstrate the cost effectiveness of 
preventative interventions aimed at improving health and well-being and reducing and/or delaying the 
need for high intensity and costly health services.  There are a number of challenges when measuring and 
evidencing preventative work when delaying or avoiding the ‘likeliness’ of financial costs to the Health 
Service.  CLARE has established a portfolio of interventions, aligning resources and support to individuals 
under early intervention to keep those with low level needs independent and healthy for longer, and 
enhanced support, for those individuals requiring assistance to regain their independence and 
reduce/delay the need for more high intensity health services.  
 
CLARE has compiled a small number of case studies to illustrate how preventative interventions have led to 
costs being avoided adopting the rationale that if no interventions had taken place a negative financial 
impact ‘costs avoided’ on the health service budget may be assumed.  It is hoped to develop this work 
further.  Interventions have been costed in relation to delaying residential care, assistance to attend out-
patient medical appointments and facilitating temporary sitting service for carers of clients diagnosed with 
Dementia.  Financial algorithms have been applied as per Health & Social Care Board guidelines. 
 
The table below illustrates the savings to the health service in relation to 5 clients CLARE has been 
supporting.  
 

Health Care Service  CLARE Intervention 
Outcomes  

Costs Avoided  Total Costs 
Avoided  

Weekly Residential Care Cost 
After Client Deductions  

90 Weeks Maintained 
Independence  

£280 per week  £22, 400 

Trust Hourly Sitting Service Cost  39 Hours Befriending Sitting 
Service Provided  

£12.99 per hour £506.61 

Hospital Outpatient 
Appointment Cost  

13 Appointment Attendance 
supported to avoid DNA’s  

£196 per 
appointment  

£2, 548 

Total Costs Avoided  £25, 454.61 

 
During the reporting period CLARE can demonstrate ‘costs avoided’ of £25, 454 in relation to interventions 
provided.  Case Stories below illustrate CLARE interventions and costs avoided.   
 

May and Elizabeth’s Story – Delayed Entrance into Residential Care  
 
Elderly ladies, May and Elizabeth, with no family network, increasingly isolated and reluctant to leave 
home.  They are unsteady on their feet and afraid of falling, although they have walking aids they lack the 
confidence to leave their home from fear of falling.  Due to their poor mobility and multiple health 
complications they were considering entering into residential care, however viewed this as a last resort 
and anxious that they may be separated.   
 
They were referred to CLARE by the Older Persons Team to address social isolation, enable independence 
and delay entrance into residential care.  The ladies engaged in person centred support planning with 
CLARE Community Social Work Broker and identified the supports they required to maintain their 
independence.  Through CLARE interventions they were matched to a Community Champion who assists 
them to go shopping, access their finances and attend medical/non- medical appointments.  They have 
been connected to a weekly older persons group, registered cleaning service and the local pharmacist.  The 
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ladies are benefiting well from the interventions and enjoying their independence commenting that the 
project has enabled them to carry on doing the things that are important to them.   
 
CLARE interventions commenced in July 2014 when the ladies were considering residential care as they felt 
they had no alternative.  Through preventative interventions this has been delayed resulting in 40 weeks of 
maintained independence within the reporting period delaying residential care at a weekly net cost of 
£280 per person per week totalling £22, 400.1  The ladies continue to be supported by CLARE.  
 

Preventative Interventions (Over 40 weeks) Outcome  Costs Avoided  

Social Work Assessment & Review Visits 7  
40 Weeks of maintained 
independence for 2 clients  

 
£22, 400 Connected to Other External Supports 3 

CLARE Community Champion Support Hours 60 

 
Jimmy’s Story – Support to Attend Medical Appointments  
 
Jimmy is an elderly man living on his own with health complications and poor mobility.  He has multiple 
medical appointments and was referred to CLARE to assist with appointment reminders and support to 
attend.  Jimmy is matched with a CLARE Community Champion who provides transport, support and 
reassurance with his mobility.  There is an increasing demand to support those with poor mobility, memory 
problems and complex health issues to attend medical appointments, not only providing suitable 
transport, but also assisting with mobility and acting as a listening ear.   
 
Through CLARE interventions Jimmy was assisted to attend 12 hospital out-patient appointments that he 
may not have attended resulting in an avoided cost associated with missed appointments of £2, 352.2   
CLARE continues to support Jimmy with his hospital out-patient appointments. 
 
 

 
 
 

                                                           
1 Economic figure based on the cost of one week in residential care after client contributions deducted  
2 Economic figure based on the cost of an out-patient appointment of £196 per appointment  

“Without my Community Champion I 
wouldn’t be able to attend my hospital 

appointments as I feel unsteady on my feet.  
The project has been very good for me.” 
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Preventative Interventions  Outcome  Costs Avoided  

Appointment reminders   12  
Avoided DNA Out-
patient Hospital 
Appointments  
 

 
£2, 352 Transport to appointments 12 

Community Champion Hours Supporting Attendance 24 

 
 
Mary’s Story – Supported Residential Discharge  
 
Mary is a 79 year old lady with no family or support network and history of hospital admissions referred to 
CLARE by Belfast HSCT Older Persons Team to access supports with discharge from nursing home step 
down and resettlement in the home.  Mary suffers from poor mobility and awaiting confirmation of a 
diagnosis of Dementia.  CLARE Social Work Broker visited Mary within the nursing home setting to explore 
the type of assistance and supports that would be required to enable discharge.  Social isolation was a 
significant issue and the fear of loneliness when returning home.  Practical tasks such as getting to hospital 
appointments, personal shopping and accessing finances were also a concern due to poor mobility and 
memory loss.   
 
Mary engaged in person centred planning and identified the things that would enable a smooth return 
home with a sense of reassurance and support.  She was matched with a CLARE Community Champion and 
interventions include befriending, assistance with personal shopping and accessing finances, appointment 
reminders, support with understanding and prioritising mail and support to attend medical appointments.   
 
Mary returned home after 2 hospital admissions and a 5 week period in nursing home step down.  
Discharge would have been delayed further and Mary’s ability to return home at risk if it had not been for 
CLARE’s interventions.  Costs avoided calculated based on 10 weeks maintained independence and delayed 
residential care costs after clients contributions deducted and avoided costs associated with potential 
missed out-patients appointment. 3  
 

Preventative Interventions  Outcome  Costs Avoided  

Social Work Assessment & Review Visits  13  
 
 
10 Weeks Maintained 
Independence  
 

 
 
 
£2, 996 
 

Community Champion Befriending (hours) 12.5 

Community Champion Support with Personal 
Shopping (hours) 

13.5 

Community Champion Assistance to Access Finances  1.5 

Community Champion Assistance to Attend Out-
patient appointment (hours) 

1.5 

 
Mary continues to be assisted by CLARE and remains independent with no further hospital admissions.   
 
During the reporting period CLARE has supported individuals discharge home from hospital, nursing and 
residential care, and provided low level support to assist them to regain and maintain their independence.  
Assistance provided included person centred planning to reduce anxieties before discharge, clients 

                                                           
3 Economic figure based on the cost of one week in residential care after client contributions deducted £280 
  Economic figure based on the cost of an out-patient appointment of £196 per appointment 
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supported to visit their home and collect personal belongings before discharge, home prepared for 
discharge including light housework, purchasing food, turning on the heating and topping up electric, 
accessing finances with supported visits to the bank or post office and befriending to reduce anxieties and 
the fear in returning home alone after a health set back.  
 

Sue and Tom’s Story – Supported Befriending Sitting Service  
 
Tom is a seventy year old man with a diagnosis of advanced Dementia.  He is cared for full time by his wife 
Sue who has been experiencing health problems of her own.  Tom and Sue were referred to CLARE to 
provide a befriending service that would enable Sue to have some time outside of the caring role.  They 
engaged in person centred planning with CLARE Community Social Work Broker and identified that Sue 
would like some time each week to carry out tasks that were difficult to do when bringing Tom such as 
shopping and attending medical appointments.  Sue was reluctant to leave Tom alone which added to her 
stress as a full time Carer.   
 
Through CLARE interventions Tom was matched with a CLARE Community Champion who had completed 
Dementia awareness training and visited Tom once a week.  Tom has a keen interest in history and he and 
his Community Champion enjoyed reminisce conversations triggered by old photos and memorabilia of 
Belfast.  This was much needed support for Sue whilst engaging in a Carers Assessment and awaiting Trust 
services. 
 

Preventative Interventions  Outcome  Costs Avoided  

Social Work Assessment & Review Visits 7  
Temporary Sitting 
Service Provided  

 
£506.61 Community Champion Befriending 

Sitting Service (hours) 
39 

 

Feedback from Belfast HSCT Integrated Care Team  
 
Belfast HSCT Integrated Care Team were invited to provide feedback on the CLARE referral process and 
effectiveness of the service.  100% of respondents stated that service users they referred had benefited 
from the project.  Comments included; 
 
“CLARE project staff were excellent with engaging with clients and to open good channels of 
communication that demonstrated respect and empowerment with the client.  They were able to work 
alongside both the client and BHSCT in negotiating, agreeing and prioritising the client’s need.  CLARE staff 
worked alongside the client and BHSCT in addressing the identified needs, working at the client’s pace 
allowing the client to stay in charge of the work to be completed while continually encouraging and 
motivating the client to address the identified issues.  CLARE staff worked alongside BHSCT staff who made 
the initial referral and kept them fully advised of developments and outcomes.” (Physical Health & 
Disability Referral)  
 
“The CLARE project has assisted some of my service users with social isolation, which in turn has benefited 
as their confidence and self-esteem has increased as a result.” (Older Persons Team Referrals) 
 
“CLARE has offered additional support to often quite vulnerable people and their Carers.  Feedback from 
those people referred to CLARE has always been very positive.” (Older Persons Team Referrals) 
 
“Service users have reported that they have greatly benefited from the support of the volunteers.” (Older 
Persons Team Referrals) 
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100% of the respondents felt that CLARE had added value to existing adult health and social care services.  
Comments included; 
 
“CLARE services help to complement existing social care services and often help to fill the gaps.” 
 
“The CLARE project has enabled existing clients in Older Persons Services to remain as independent and 
socially interactive as possible.” 
 
“CLARE is able to research community options outside of Trust ‘core services’.  Great service.  Well done. 
 
The CLARE model dovetails well with adult health and social care services and has worked in partnership 
with the Integrated Care Team to ensure that it meets the need and avoids duplication.  There is an 
identified gap in current service provision to assist those individuals with no family or support networks. 
CLARE has the ability and resources to undertake a range of tasks that are not Social Work or Care Assessor 
roles but are fundamental in enabling individuals to attain and maintain independence.  
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Next Steps  
 
There is an increasing demand and reliance on adult health and social care services and a range of key 
driving factors demonstrates the need to explore alternative ways of working to reduce the pressure on 
existing and future health service provision.   
 
The CLARE model operates a seamless approach for service users, responding to identified needs and 
growing the capacity within communities to meet the needs.  The two elements are inextricably linked and 
delivering one without the other will increase the likelihood of service users prematurely entering or re-
entering into the health and social care system.  There are many additional benefits and positive outcomes 
as a result of the CLARE model impacting on community and economic regeneration which will address the 
wider determinants of health and reduce health inequalities.   
 
CLARE is achieving results demonstrating a community led solution that complements existing health and 
social care delivery and has proven to reduce early reliance on services, achieving better health and well-
being outcomes for service users.  There is an opportunity to maximise this potential and implement a cost 
effective model that reduces and/or delays the need for high intensity and costly health care services.  
 
Based on the delivery outcomes and impact for year 1 the CLARE Board recommends a feasibility study 
with a focus on scaling the model across the wider Belfast Health & Social Care Trust geographical area.  
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Appendix 1 
 

STRATEGIC CONTEXT 
 
DHSSPS – Transforming Your Care – Vision to Action 2013.    
 
The CLARE model is a timely community initiative that compliments and dove tails with the Transforming 
Your Care agenda for change offering an innovative solution supporting implementation of health reform 
at a local level ensuring better outcomes for service users, communities and statutory adult health and 
social care professionals.  CLARE model of delivery supports the personalisation agenda and is a mutual fit 
with TYC main overarching themes firmly embedded within the model design and implementation: 
 

 Promoting good health decisions 

 Preventing ill health  

 Achieving better outcomes when ill health occurs 

 Enabling people to live healthily and independently for as long as possible 
 
DHSSPS – Who Cares?  The Future of Adult Care & Support in NI – 2013.  
  
Emerging themes within the ‘Who Cares?’ consultation report demonstrates the need for a multi-agency 
approach across a range of themes such as access to information and lower level support that can act as 
early intervention and prevention and the role the community and voluntary sector can play in supporting.   
A general consensus across the consultation responses supported the independence and personalisation 
agenda and highlighted the need to address social isolation and simplify Direct Payment processes to 
enable independent living and improved health outcomes.  The CLARE model is founded upon the needs of 
service users focusing on removing the barriers to engagement and connecting individuals with existing 
supports fostering equity and equality.  The CLARE approach compliments the strategic direction and draft 
vision whilst providing innovative solutions addressing a number of key respondents concerns in terms of 
social isolation and ability to access resources and processes to support independent living.   
 
DHSSPS – Making Life Better – A Whole System Strategic Framework For Public Health – 2014.   
 
The Public Health Framework for NI demonstrates the need for co-ordination and partnership working 
operating a whole system approach to create the conditions to empower individuals and communities to 
achieve their full health and well-being potential.  It recognises the integral role of the community and 
voluntary sector in enabling and empowering people to improve their health and the importance of 
developing community capacity and social capital to tackle the wider detriments of health and health 
inequalities.   Person centred planning is at the core of CLARE’s approach applying a whole life system 
assessment addressing a range of factors that have a negative impact on health and well-being outcomes 
whilst growing community capacity and harnessing community assets to respond to needs enabling better 
health outcomes and sustainable change.  The CLARE model compliments the Making Life Better strategic 
Framework across a number of themes: 
 

 Equipped Throughout Life  

 Empowering Healthy Living  

 Empowering Communities  
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OFMDFM – Active Ageing Strategy Consultation Document - 2014 – 2020.   
 
The strategy aims to tackle the major issues facing older people today and provide a cross government 
joined up approach to ensure older people can live healthy and active lives as long as possible.  The 
strategy is underpinned by the UN Principles for Older Persons across 5 key themes; Independence, 
Participation, Care, Self-fulfilment and Dignity.  The CLARE model has Human Rights principles embedded 
within its design and implementation with a focus on equity and equality of access to services, resources 
and supports that will improve peoples’ lives for the better.  The model promotes multi-agency working 
and provides a safe framework for organisations across statutory, voluntary and community sectors to pro-
actively engage within.  The model enables and empowers older people to engage in active ageing across 
social, educational and physical opportunities removing the barriers for those most vulnerable, frail or 
isolated increasing participation and improved health outcomes.   
 
DSD – Join In, Get Involved: Build a Better Future – A Volunteering Strategy and Action Plan for Northern 
Ireland 2012.   
 
The Department for Social Development Volunteering Strategy recognises the impact volunteering has on 
a number government priorities within the Programme for Government across a range of policy such as 
community cohesion, sport, education, criminal justice, health, urban and rural regeneration.  The Strategy 
demonstrates the value volunteering has on the individual, provision of services, receiver of services and 
society on a whole and is underpinned by a values framework of Fairness and Equity, The Importance of 
Free Will and Choice and Mutual Benefit.  The CLARE model has a robust volunteer operational framework 
which dove tails well within the foundations of the framework and has evidenced outcomes across desired 
strategic key objectives: 
 

 Recognising the Value and Promoting the Benefits 

 Enhancing Accessibility and Diversity 

 Improving the Experience 

 Supporting and Strengthening the Infrastructure  
 
DSD – Urban Regeneration and Community Development Policy Framework – 2013  
 
The policy framework establishes an over-arching structure for the Department for Social Development’s 
urban regeneration and community development activity.   The CLARE project is responding to individual 
needs through local community solutions by growing skills, harnessing resources and maximising social 
capital to support those most vulnerable in society.  The project will provide meaningful opportunities for 
capacity building, skills development and community regeneration within a safe and supported framework 
that will achieve better outcomes at a local and strategic level.   The long term outcomes of CLARE will 
deliver lasting positive change across communities complementing the desired long term aims of the 
Urban Regeneration and Community Development Policy Framework creating socially connected, 
sustainable and economically prosperous communities. 
 
DEL/DETI/DSD/Invest NI/DHSSPS – Enabling Success – Driving Social Change through Economic 
Participation: Strategic Framework to Tackle Economic Inactivity 
 
The strategic framework focuses on the forms of economic activity which are caused when structural 
problems combine with an individual’s particular circumstances to restrict their access to the labour 
market.  The purpose of the framework is to support people experiencing exclusion from the labour 
market due to a range of factors such as long term health conditions, lack of necessary support facilities, 
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extended spell of disengagement from work, decline of employability skills, experience, confidence and 
motivation.  The CLARE project has demonstrated success in supporting individuals categorised as 
economically inactive to overcome the barriers to the labour market and secure employment within the 
care sector.  The project has the ability to organically grow skills, increase confidence and provide 
meaningful opportunities in a non-traditional environment to gain experience in readiness for the labour 
market.  International best practice models evidence a range of key aspects to successfully engaging those 
economically inactive including encouraging the increasing of skills, qualifications and uptake of 
volunteering opportunities as a pathway to employment.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


