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Key Findings 
 

 Unpaid carers make up a significant ‘workforce’ at 15,010.  This will probably continue to 
rise 

 ‘Caring’ has traditionally been seen as a female role.  Whilst there are a higher proportion of 
carers who are female, the split is not so significantly skewed towards women, with 57% of 
carers being female and 43% are male. Whilst a higher percentage of carers aged 25-49 are 
women a higher proportion of those aged 65+ are male 

 The health and wellbeing of carers tends to be poorer than their non-carer peers.  Levels of 
poor health amongst carers increases as the number of hours of care per week increases, 
with those providing 50 hours of more care per week having the poorest health.  Halton has 
the 4th highest percentage of carers providing 50 or more hours care a week and also some 
of the highest levels of ill health and disability.  Yet, national research shows carers often 
feel they do not have enough time to look after their own health.  Plans need to be 
developed locally, in collaboration with carers, on how best to support the health of carers 

 The mental wellbeing of Halton carers is poorer than that of the general population of the 
borough 

 Only 10% of carers in Halton are known to their GP.  Proactive identification is needed to 
increase this figure 

 Only 44.9% of people identified as carers on GP records received their annual influenza 
vaccination in 2014/15.  This means that only about 5% of all carers receive an annual 
vaccination against influenza. At a GP practice level uptake varied from 26.7% to 68.3% so no 
practice achieved the national target of 75%. Greater awareness of the benefits and risks is 
needed both within the carer population and amongst professionals to increase uptake 

 Both nationally and locally, most people who provide unpaid care are in employment.  Yet 
national research indicates many carers have to give up work as they are unable to meet of 
dual needs of their employed work and their caring role.  This not only puts the carer in 
financial hardship but means employers are losing skilled and experienced staff that could 
have been retained by supportive workplace policies 

 In terms of outcomes of being a carer, data for 2014/15, for those carers known to adult 
social care, shows Halton carers experience is similar to that seen across the North West and 
England.  For example similar proportions stated they have about as much time as they wish 
and have as much social contact as they want as comparator areas 

 Of known carers, a lower proportion of Halton carers provide help with physical care but 
more provide emotional support than comparator areas.  This reflects the higher proportion 
who stated they cared for a person with mental health problems. However, the percentages 
are high across all areas of care showing unpaid carers provide multiple roles 

 Census data shows that 14% of carers reported a long-term health problem/disability, which 
limited their day-to-day activities a lot.  A further 17% stated they had a disability that 
limited their daily lives a little.  These proportions were higher than for North West and 
England carers 

 Halton has a higher proportion of people with long-term conditions, including multiple 
conditions, than the national average.  These numbers are projected to rise, especially older 
people with 3 or more conditions.  Together with efforts to support more people to remain 
living in their own homes, there will be an increased need for unpaid carers 
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Key priorities for commissioning 
 To close the gap between the number of carers currently known to services and the number 

identified through the 2011 Census 

 To identify more individuals who are caring for 50+ hours per week, and those carers with a 
long term disability that limits their day to day activities 

 To increase the number of carers registered with their GP 

 To improve the uptake of flu vaccinations by carers 

 To improve information sharing between social care, NHS services and the voluntary sector 
to support integrated, personalised care 

 Reduce financial hardship through improved access to welfare rights advice 

 To raise  awareness of carers issues amongst local employers and the need for supportive 
policies to help carers remain in employment.  This will support efforts to reduce financial 
hardship as well as improve life satisfaction/ reduce social isolation amongst carers. 

 To improve carers levels of satisfaction with social care services 

 To ensure the implementation of NICE guidance, particularly with regards to; mental health; 
drugs and alcohol; the transition between inpatient hospital settings and community or care 
home settings for adults with social care needs; dementia -  supporting people with 
dementia and their carers in health and social care; older people with social care needs and 
multiple long-term conditions; and end of life care 

 To ensure that carers receive the  support that is appropriate to them maintaining and/or 
improving their physical and mental health  

 To ensure that carers receive advice and information regarding home equipment and 
assistive technology services 

 To ensure the implementation of the’ triangle of care’ for mental health 
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1. Introduction 

Carers play an important role in society and have particular challenges that they have to overcome.  

An enormous amount of personal and community care is provided by family and friends, and social 

care and health services should be seen in this context.  Estimates of how much the equivalent cost 

of this informal support would be if carers’ input had to be replaced run as high as £87 billion per 

year, which is nearly as much as total spending on the NHS. Indeed at 1.25 million people providing 

50 hours of more care per week, this is a greater full-time workforce than the whole NHS.[1] This is 

without including the numbers who provide between 1-49 hours of care per week which is the 

majority. 

 

Where services are needed to support people with illnesses, disabilities or addictions, the needs of 

informal carers should not be neglected, as they are closely linked, and often have a very important 

bearing on the effectiveness of the interventions for the cared for person.  

For some people, having a caring responsibility may only last for a few months at a time and be 

intermittent; however, for others it may be continuous and last many years. For example, as people 

born with learning disabilities or with complex health conditions are living longer, it is possible for 

someone to become a carer in their twenties and remain a carer for most or the rest of their lives. 

The provision of unpaid care can be seen as a social good where people give support to family and 

friends suffering from health conditions or impairments which disable them. Yet, a key finding of the 

interim report from the independent commission on the future of health and social care in England[2] 

suggested the current system of means tested social care was a lottery, leading to inequity and a 

reliance on unpaid care, compared with health care which is free at the point of use. However, there 

are clearly funding implications for meeting social care needs in the future as the population ages. 

This will be compounded by the significant budget cuts facing local authorities. 

The pressures on carers are such that that over time the effect on their health, social and financial 

wellbeing can be significant.  Carers need support to continue to care - otherwise care can break 

down, with considerable cost to the individuals and to the health and social care system. For 

example, the 2011 Census showed the prevalence of unpaid care rose in England between 2001 and 

2011 and that this care has disproportionately fallen on women between the ages of 50 and 64. An 

ageing population increases the risk of becoming an informal carer, especially during working ages. 

Such care provision has been shown to affect women’s participation in the labour market more 

noticeably than men’s.[3][4] 
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2. Policy Context 
National policy, strategy and legislation on carers have changed significantly over the last few years.  

The most significant change in the 2014 Care Act, which sets out a number of set duties on local 

authorities and other public sector organisations.   

 

2.1. National Policy 
The Care Act (2014) 

 
Under the Care Act, local authorities take on new functions.  This is to make sure that people who 

live in their areas:  

 

 Receive services that prevent their care needs from becoming more serious, or delay the 
impact of their needs  

 Can get the information and advice they need to make good decisions about care and 
support 

 Have a range of providers offering a choice of high quality, appropriate services.  
 

Importantly, the Act strengthens the rights and recognition of carers in the social care system, 

including, for the first time, giving carers a right to receive services.  These strengthen significantly 

the rights of carers and sets out clear duties for Local Authorities and other public sector 

organisations. 

 

Carers Strategy England 2008-2018 (2010) 

 

The Carers’ Strategy has five objectives for carers to be achieved by 2018, so that carers will be: 

1. Recognised and supported as an expert care partner 
2. Enjoying a life outside caring 
3. Not financially disadvantaged 
4. Mentally and physically well, treated with dignity 
5. Children will be thriving, protected from inappropriate caring roles. 

 

The Coalition Government refreshed this strategy in 2010 retaining these aims but inserting four 

priority areas: 

 Supporting early self-identification and involvement in local care planning and individual 
care planning. 

 Enabling carers to fulfil their educational and employment potential. 

 Personalised support for carers and those receiving care. 

 Support carers to remain healthy. 
 

Carers Strategy: The Second National Action Plan (2014-2016) 

This update to the national carers’ strategy provided an overview of achievements since the last 

update in 2010 and sets out key actions for the next two years.  Major progress in identifying and 

supporting carers is being brought about by the Care Act and the Children and Families Act and the 

update encourages a refresh of their local carer strategies to ensure all partners are signed up to the 

latest developments. 
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The Children and Families Act (2013) 

In 2013, the Government tabled an amendment to the Children and Families Bill resulting in young 

carers being protected by law for the first time.  This means that when a child is identified as a young 

carer, the needs of everyone in the family will be considered.  This will trigger both children’s and 

adult’s support services into action – assessing why a child is caring, what needs to change and what 

would help the family to prevent children from taking on this responsibility in the first place. 

 

NHS England Commitment to Carers Policy (2014) 

 

This policy sets out how NHS England will support the NHS to deliver what carers have said is 

important to them.  The document sets out a series of commitments to carers based on what carers 

outlined is important to them:  

 

 “Recognise me as a carer”  

 “Information is shared with me and other professionals” 

 “Signpost information for me and help link professionals together” 

 “Care is flexible and is available when it suits me and the person for whom I care” 

 “Recognise that I may need help both in my caring role and in maintaining my own health 
and well-being” 

 “Respect, involve and treat me as an expert in care” 

 “Treat me with dignity and compassion”.  
 

NHS Five Year Forward View (2014) 

The NHS Five Year Forward View recognises that, with an ageing population, increased long term 

conditions, and funding for health that is not keeping pace with demand, promoting well-being and 

preventing ill-health will become even more improtant to the capacity and financial viability of the 

NHS.   Providing better support for carers is therefore critical to the future of the NHS.  This follows 

on from NHS England’s Commitment to Carers Policy. 

 

‘We will find new ways to support carers, building on the new rights created by the Care Act 

…. This will include working with voluntary organisations and GP practices to identify them 

and provide better support.’ 

 

2.2 Impact of the Care Act (2014) on local authority 

Under the Care Act, local authorities have taken on new functions. This is to make sure that people 

receive services that prevent their care needs from becoming more serious, or delay the impact of 

their needs. 

 

People can get the information and advice they need to make good decisions about care and 

support and have a range of providers offering a choice of high quality, appropriate services.  

 

Importantly, the Act strengthens the rights and recognition of carers in the social care system, 

including, for the first time giving carers a clear right to an assessment of their support needs and to 

receive funded services.  
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The change in carers’ rights will have an impact on the way services are provided locally and a 

significant demand on local authorities resources to undertake timely assessments and provide 

appropriate support.  

 

There is likely to be significant impact on local authorities in terms of how the needs of all carers are 

going to be met.  However, the contribution of informal carers to the health and well-being of the 

population of Knowsley is hugely significant.    

 

In addition, there are challenges in the following areas; 

 

 To continue to identify adult and young carers and provide them with the information they 
need 

 Identifying unmet needs – whilst adult social care and the third sector carers organisation 
have contact with a significant number of carers, the challenge is to reach out to those 
carers who are not in touch with services or who are not even aware that they are carers 

 Keeping carers as informed as they wish in relation to the upcoming changes in relation to 
Transforming Adult Social Care. 

 Ensuring that carers are as informed and involved as they wish in the commissioning, 
delivery and monitoring of appropriate carers support services 

 To have an understanding of the impact on carers of any proposed changes to local authority 
charges and/or changes to adult social care funding criteria 

 Welfare reform impact– Reforms to welfare are likely to continue to have a significant 
impact on carers, many of whom are already struggling financially because of their caring 
role.  Carers UK have continually recommended that an assessment of impact on carers is 
undertaken 

2.3. National Outcome Frameworks 

Carers are a priority for Social Care, Public Health and the NHS.  This is reflected in all three 

outcome frameworks, especially the Social Care Outcome Framework. 

2.3.1 Social Care Outcome Framework: 

 3B: Overall satisfaction of carers with social services 

 3C: The proportion of carers who report that they have been included or consulted in 
discussions about the person they care for. 

 3D: The proportion of people who use services and carers who find it easy to find 
information about support 

 

 
Also, inextricably linked to a number of other social care outcomes including: 
 

 Permanent admissions to residential and nursing care homes per 100,000 population. 
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2.3.2. Shared Outcome between the NHS and Adult Social Care Framework: 

 Carer-related quality of life 

2.3.3. Shared Outcome between the Public Health and Adult Social Care Framework: 

 Proportion of people who use services and their carers, who reported that they had as 
much social contact as they would like. 

 Proportion of adults with a learning disability who live in their own home or with their 
family. 

 Proportion of adults in contact with secondary mental health services living 
independently with or without support. 

 

These outcomes will measure the success of services in supporting carers and will provide an 

indication of how the NHS, Public Health and Social Care are working together to support carers 

locally.  

2.4. Local Policy 

2.4.1. One Halton 

One Halton has emerged following the production of the Strategy for General Practice Services in 

which a new care model was set out focusing on integrated health and social care services working 

in the community. The goal of One Halton is to create a health care system that: 

 works around each individual’s needs 

 supports people to stay well, and 

 provides the very best in care, now and for the future 
 

 The objectives that have been developed for One Halton are: 

 To work better together regardless of discipline 

 To find or identify those ‘hidden’ people who don’t access care 

 To treat and care for people at the right time, in the right place by the right people 

 To help people stay healthy and keep generally well 

 To provide the very best in care, now and in the future 
 

In moving One Halton forward, five areas of focus have been agreed. They are: 

 Older people 

 People with Long Term Conditions 

 People with mental health conditions 

 Families and children, and 

 The generally healthy 
 

Service for carers will form an important part of delivering the first three of these areas of focus. 
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2.4.2. Adult Social Care: People and Economy Directorate, Business Plan 2016 – 19 

The Transformation Programme is a joint approach between Adult Social Care and the NHS to 

deliver personalisation and innovative approaches to support self-care, building on the work that has 

already been progressed in the borough. The 3 objectives of the programme are prevention, early 

intervention and managing complex care and care closer to home. 

Carers’ services will potentially have a key role within the following work areas: 

 Social care in practice 

 Active ageing 

 Telecare and telehealth 

 Mental health service re-design 

 Integrated hospital discharge teams 

 Community Multi-disciplinary teams (MDTs) 

 End of life services 
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3. Level of need in the population 
3.1. Overall provision of unpaid care 
 
In the 2011 Census, 15,010 Halton residents described themselves as unpaid carers.  This represents 

12% of the Borough’s population and is higher than the national and regional figures (10.2% and 

11.1% respectively). This is an increase of 1,482 since the 2001 Census with the percentage increase 

being similar to the national rate. 

 
Table 1: Total numbers of unpaid carers, 2001 and 2011 Census, Halt on and comparators 

 
 

Whilst the overall proportion of unpaid care increased by 11% , the percentage increase amongst 

those providing between 1 and 19 hours of care per week increased by less than 1% compared to 

significant increases in the proportion of people providing 20-49 hours & 50 or more hours of unpaid 

care per week over this period.  This is a similar pattern to that of the North West and England, 

including local authorities within Merseyside. 

 
Table 2: Hours of unpaid care provided per carer a week in Halton, 2001 to 2011 Census 

 
 

Halton had one of the highest percentage increases between the 2001 and 2011 Census in the 

proportion of its population providing 50 or more hours unpaid care one of highest levels of 50+ 

hours of care provision, placed 4th in the country behind East Lindsey, Knowsley and St Helens.[5] 

 

The amount and type of care that carers provide varies considerably.  A carer might provide a few 

hours of care a week, perhaps shopping for a friend or relative, or they may care around the clock.  

Providing care can range from helping with household tasks on a regular basis to providing 

continuous care.  
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Figure 1: Percentage of total population who are carers, by hours of care provided, Halton and 
comparators, 2011 Census 

 

In the annual Personal Social Services Survey of Adult Carers in England 2014/15, carers are asked 

how many hours of care they provide and also how long they have been a carer for. The survey is 

administered by councils and sent to those known to be a carer.  It thus represents only those 

known to adult social care as carers and may or may not be representative of carers as a whole.  The 

survey nevertheless provides useful insights into the nature and type of unpaid caring provision 

locally and also the health and wellbeing of carers.  However, it shows a significantly higher 

percentage of cares known to adult social care providing 50 or more hours of care per week, over 

44% compared to Census data which indicates 19.7% of Halton carers provide this level of unpaid 

care (see Figure 2 in section 3.2.1.). 

 

Table 3: Annual Carers Survey 2014/15 Q19 - About how long do you spend each week looking 

after or helping the person you care for? – Halton and comparator results 

 

Data for 2014/15 shows that 52.6% said they provided at least 50 or more hours of care per week.  

This is a greater proportion than the North West (50.1%) and England (52%) averages and much 

higher than the 2011 Census indicated.  It may be that it is those who provide more hours of care 

who are more likely to request a carers assessment to help them manage their caring role. 

Table 4: Annual Carers Survey 2014/15 Q19  - About how long have you been looking after or 

helping the person you care for? - Halton and comparator results 
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The number of years Halton carers had been a carer for at the time of the 2014/15 survey was 

broadly similar to the North West and Halton averages.  Relatively few carers had been a carer for 

less than a year, and more than half (62.4%) had been a carer for over 5 years and 8 out of 10 

(81.6%) had been a carer for 3 years or more. It may be that at the early stages of a person’s caring 

role they feel able to cope independently but as either their caring role changes or their own health 

and wellbeing is impacted upon unpaid carers feel the need for formal support. 

 

3.2 Characteristics of Carers 

3.2.1 Gender and age 

 

Of the 15,010 unpaid carers in Halton, 8,584 are female and 6,426 are male, making the gender split 

57.2% female and 42.8% males.  This is a similar proportion seen regionally and nationally. 

 
Figure 2:The proportion of unpaid carers by sex and age in Halton, 2011 

 

The 2011 Census shows that Halton had 1259 young carers (aged 0-24),  a percentage than 

nationally - 8.4% compared to 7.5% across England as a whole. In Halton, 2,960 people who provide 

unpaid care were aged 65 and over, which equates to 19.7% of all unpaid carers.  This is lower than 

both the regional figure of 21.4% and the national figure of 22%.  It can be assumed that those aged 

over 65 are likely to need some additional support from the council to support them in their caring 

role.  
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In Halton, the highest proportion of unpaid carers are women and 20 to 49 providing 1 to 19 hours 

of care (40.9%). More men provide 50 or more hours in unpaid care, 799 men compared to 739 

women. For males providing 50 or more hours of unpaid care a week, 40.7% are aged 65 and over.  

For females providing 50 or more hours the largest proportion are of a younger age, 25 to 49.  

 

Table 5: Number and percentages of unpaid care, hours of care per week, by gender age, 

Halton 2011 

 
NB: due to the composition & nature of the data-sets generating the overall information, each category is 

mutually exclusive; therefore the volumes of unpaid carers within each category must be regarded 

independently of the other. 

3.2.3. Types of care provided 

From the Annual Carers Survey an understanding of the nature of the care unpaid carers provide can 

be examined. It shows the type of support given by Halton carers is broadly similar to the North 

West and England (Table 6).  There are higher proportions of adults aged 18-64 being cared for a 

lower levels of people aged 65+, with the difference being most marked in the 85+ age group, 

probably reflecting Halton’s lower life expectancy (Table 7).  

Table 6: Types of support carers have provided for the person they care for in the preceding 

12 months, annual Carers Survey 2014/15 

 

Table 7: Age of person cared for 
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A smaller proportion of people cared for by Halton carers have dementia, physical disability and 

sight or hearing loss, problems connected to ageing and terminal illness compared to the North 

West and England.  Conversely a higher proportion have mental health problems, long-standing 

illness and alcohol or drug dependency. 

Table 8: Conditions cared for person has, 2014/15 

 

Living arrangements are similar albeit with a slightly higher proportion of Halton carers caring for a 

person who does not live with them than the North West and England averages. 

Table 9: Living arrangements between carer and person cared for, 2014/15 

 

3.2.2 Location of carers - Where do carers live? 

 

Data from the Census also enables the mapping of residents who identified themselves as carers as 

data is available at a lower super output area (LSOA)[i] as well as ward. Figure x shows the location of 

residences for carers in Halton with the darker areas representing those locations where the 

proportion of residents who are carers is highest. 

 

 

 

 

                                                           
i
 LSOA is a small geographical area, smaller than an electoral ward, made up of approximately 1,500 households 
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Figure 3: Location of all carers and those providing 50 or more hours of care per week 
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 The English Indices of Multiple Deprivation (IMD) measure relative levels of deprivation in 32,844 

small areas or neighbourhoods, called Lower-layer Super Output Areas, in England. Produced every 

couple of years the latest ones were released September 2015, with most of the indicator using 

2012/13 data.  The English Indices of Deprivation 2015 are based on 37 separate indicators, 

organised across seven distinct domains1 of deprivation which are combined, using appropriate 

weights, to calculate the Index of Multiple Deprivation 2015 (IMD 2015). This is an overall 

measure of multiple deprivation experienced by people living in an area and is calculated for 

every Lower layer Super Output Area (LSOA), or neighbourhood, in England. Every such 

neighbourhood in England is ranked according to its level of deprivation relative to that of other 

areas. 

 
Figure 4: Index of Multiple Deprivation Domains 

  
As Census data on carers is also available at LSOA level it is possible to analyse the two data sets in a 
way that helps to see the extent to which geographical deprivation is related to being a carer.  This is 
not to suggest that all carers living in a particular area will be deprived or not deprived as everyone’s 
situation is different and this is not the purpose of the IMD statistics. It shows that there is no 
correlation between being a carer providing any level of care and deprivation with only a weak-
medium strength relationship between carers providing 50+ hours per week and geographical 
deprivation. 
 

Figure 5: Correlation between carers locations and IMD 2015 

 



Halton  Joint Strategic Needs Assessment year 

 

23 | P a g e  
 

3.3 Economic Status of Carers 

A UK report on the impact of caring on family finances[6] found that families taking on caring 

responsibilities often face lasting financial pressure as a result of loss of earnings and rising 

household costs relating to the extra costs of ill-health or disability.  

Carers UK (2013) found that:[7] 

 Four in 10 (44%) of carers surveyed have been in debt as a result of caring 

 Nearly one in four (58%) carers spend at least 10% of their income on energy bills. Up from 
54% in 2011/12 

 36% of carers are struggling to afford utility bills like electricity, gas, water or telephone bills 

 52% of carers say that financial concerns are affecting their health 

 41% of those struggling are cutting back on essentials like food and heating 
 

Many carers struggle to combine work with caring responsibilities and, as a result, may have to leave 
work, reduce their hours or take lower paid or part-time jobs. Yet being in employment is beneficial 
for health and wellbeing and reduces social isolation.  
 
Carers UK (2013) found that:  

 Nearly two thirds (65%) of carers in work have used annual leave to care while, nearly half 
(47%) have done overtime to make up for taking time off to care 

 One in seven (15%) have taken a less qualified job, turned down or not sought promotion 
because of caring responsibilities 

 A further one in six (17%) continue to work the same hours but find their job is negatively 
affected by stress, tiredness or lateness. Over half (56%) of carers who gave up work to care 
spent or have spent over five years out of work as a result 

 One in five carers is forced to give up work as a result of their caring responsibilities. This is 
significant given the importance of ‘meaningful activity’ (such as employment) to 
maintaining an individual’s positive mental health. Such activity also reduces social isolation 

 

There are multiple pieces of legislation which are relevant to the rights of carers in employment. The 

Employment Rights Act 1996, as amended by the Employment Relations Act 1999, gives carers 

rights to help them manage work and their caring responsibilities. People who are looking after 

someone who is elderly or disabled are now protected against direct discrimination or harassment 

because of their caring responsibilities under the Equality Act 2010. 

 

A recent report on supporting working carers highlights the economic benefits of supporting carers 

to stay in work.[8] Its recommendations include the importance of effective joint working between 

Local Authorities and care providers to support the development of services that meet carers’ needs 

using Local Enterprise Partnerships and Health and Wellbeing Boards to promote this agenda. Carers 

UK and major businesses have set up Employers for Carers offering help to employers to retain the 

one in nine employees who are caring for a family member.  Deatials can be found at: 

https://www.employersforcarers.org/ 

 

 

 

https://www.employersforcarers.org/
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Levels of economic activity amongst carers 

Economically active people are defined as those people who are in employment and those people 

who are unemployed and are available to work. 

 

Economically inactive people are defined as those people who are not in employment or those 

people who are not available to work.  This includes people who are retired, those looking after 

family, those who are long term sick and some students.  

 

Figure 6: Economic status of unpaid carers compared to non-carers, Halton 2011 

 

 

Figure 6 shows that although a smaller proportion of carers are economically active than their non-

carer peers, the majority of carers are economically active. However, in Halton a slightly smaller 

percentage of carers are economically active compared to the North West and England.   

Table 10: Economic activity by main types, Halton carers compared to Halton non carers 
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In Halton, 8,184 unpaid carers are economically active, which is equivalent to 55.8% of all unpaid 

carers.  This is lower than the regional average of 56.8% and the national average of 57.9%.  Of the 

economically active unpaid carers in Halton, 7,538 unpaid carers are in employment, which is 

equivalent to 51.4% of all unpaid carers.   

 

30.8% of Halton unpaid carers are in full time employment. This is a lower proportion than the 

regional average of 34.1% and the national average of 46.9%. 

 

Assuming that carers who also have a full time job, are in full time education or are economically 

inactive due to illness or disability are more likely to need support to fulfil their caring role, this 

equates to 5,633 carers in Halton fitting into this category. 

 

Figure 3 shows that those providing 50 or more hours of unpaid care are much less likley to be 

economically active, compared to all carers, less than one in three.  Conversely more than two out of 

every three carers providing 1 to 19 hours of care per week are economically active.  

 
Figure 7: Economic activity by hours of care provided 

 

 
Carers known to adult social care are less likley to be in employment than all carers, although the 

percentages for Halton are higher than the North West and England.  As seen in the previous 

sections, carers known to adult social care provide more hours of care than all carers, which is likley 

to explain this difference, at least in part.  A greater proportion indicate they are retired than seen in 

the 2011 Census.  

Table 11: Economic status of carers responding to the 2014/15 Personal Social Services 

Annual Carers Survey 
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Carers known to adult social care were also asked about the level of support they received from 

their employers and if this was adequate.  Of those in employment more felt supported than didn’t 

feel supported. 8.1% felt they did not need support from their employer.  Despite these small 

percentages, it may be worth working with employers locally to ensure good practice in supporting 

those who have a caring role. Especially as this represents only a small proportion of the 51.4% of 

carers who are employees.  

 

Table 12: Support from employers 

 

 

Table 13 shows thay of those providing 50 or more hours of unpaid care, most are in employment 

with unemployment rates in this group being below that of all carers and indeed non-carers who are 

economically active.  A higher proportion of those providing 50 or more hours of unpaid care are are 

retired or unable to work due to illness or disability than carers overall and non-carers. 
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Table 13: Economic activity by number of hours of caring 
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A small proportion of cares may be entitled to and claiming Carers Allowance.  This is a taxable 

benefit and although not means tested, elegibility is dependent on the amount a person earns from 

other sources.  Eligibility depends on a number of factors:  

 being 16 years of age or over 
 spending  at least 35 hours a week caring for someone 
 having been in England, Scotland or Wales for at least 2 of the last 3 years  
 normally living in England, Scotland or Wales, or living abroad as a member of the armed 

forces  
 not being full-time education or studying for 21 hours a week or more 
 earning no more than £110 a week (after taxes, care costs while at work and 50% of 

personal pension contributions)  
 being in receipt of a range of other state benefits including state pension, out-of-work 

benefits, universl credit and other allowances may affect eligibility.  However, having 
underlying entitlement to carers allowance may increase some of these benefit amounts 
payable but it may also decrease some benfit amounts 

 The person you care for must already be in receipt of one of the following benefits: 
 Personal Independence Payment (PIP) daily living component 
 Disability Living Allowance (DLA) - the middle or highest care rate 
 Attendance Allowance  
 Constant Attendance Allowance at or above the normal maximum rate with an 

Industrial Injuries Disablement Benefit, or basic (full day) rate with a War 
Disablement Pension 

 Armed Forces Independence Payment  

Table 14: Number of Halton carers receiving Carer Allowance payments, as at May 2015 
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3.5 Health of Carers 

3.5.1. Health risks associated with being a carer 

Carers’ needs are complex and vary dependent upon the individual’s personal circumstances, 

including the amount and type of caring needs of the person they care for, their individual living and 

working conditions, their age and family set up amongst other things.  Indeed, some carers are at a 

greater risk of being disadvantaged or becoming ill themselves than other carers.  It is therefore 

important to recognise and respond to those that are at greatest risk whilst at the same time there 

are general support needs that are applicable to all carers.  

 

There are significant risks associated with caring and maintaining good health and positive wellbeing.  

These include risks to physical health (strain, injury, exhaustion and lack of sleep), mental health 

(stress, anxiety, worry and depression) and financial pressures (loss of income from paid 

employment). Many carers also experience social isolation and find it difficult to maintain 

relationships and social networks due to the impact of caring for someone. Carers can also receive 

inadequate support from services to help them with their caring role, resulting in illness and limited 

support to help them recover.  

 

It is estimated that the unpaid work and support that carers give save the UK purse £119 billion a 

year.  This means that the cost of a single carer having to stop caring could result in additional 

residential care home costs of over £13,000 per year for each person previously cared for.[9] 

 

Carers UK found that 84% of carers surveyed said that caring has a negative impact on health. Nine 

out of ten (92%) carers said that their mental health has been affected by caring with only 1% saying 

that caring has improved their mental health. 67% of carers said their GP is aware of their caring 

responsibilities but gives them no extra help.[10]Yet data shows only 10% of carers are registered as 

being carers on GP records. Carers not receiving respite are more likely to have mental health 

problems (36%), compared with those in receipt of respite (17%).[11] 

 
The health of carers deteriorates more quickly than that of non-carers due to the lack of support 

(often due to a lack of awareness of support available). 64% reported a lack of practical support and 

50% a lack of financial support.[12] 

The Royal College of General Practitioners (RCGP)[13] have identified (from various sources) that:  

 Carers tend to neglect their own health. The impact on a carer’s own physical and mental 
health is worsened if they are unable to attend their own health-related appointments. They 
may fail to notice their own health deteriorating and miss routine appointments or check-
ups with doctors or dentists. Information from Carers UK shows that two in five carers 
postpone their own treatments due to lack of support. Care and support is also relied on to 
take the cared for to appointments if the carer works. 

 Caring can limit carers’ ability to take exercise 

 40% of carers experience psychological distress or depression, with those caring for people 
with behavioural problems experiencing the highest levels of distress 

 33% of those providing more than 50 hours of care a week report depression and disturbed 
sleep 
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 Those providing more than 20 hours of care a week over an extended period have double 
the risk of psychological distress over a two year period compared to non-carers. Risk 
increases progressively as the time spent caring each week increases 

 44% of carers suffer verbal or emotional abuse; 28% endure physical aggression or violence 
from the person they care for 

 Older carers who report ‘strain’ have a 63% higher likelihood of death in a four year period 

 Providing high levels of care is associated with a 23% higher risk of stroke 
 

3.5.1.1. Which Carers are at Greatest Risk of Ill Health? 

National evidence suggestes certain types are carers are more at risk of ill health than others due to 

their caring responsibilities. Using the ‘at risk’ determinants of: economic activity, health, age and 

50+ hours of unpaid  care provided per week, the following ‘sub-set’ of unpaid carers has been 

identified as being potentially ‘at risk’ and therefore likely to need additional health and wellbeing 

support in their caring role. 

 

Table 15: Number of Halton carers at increased risk of ill health 

 

3.5.2. Levels of health 

The 2011 Census includes a question asking about the respondent’s general health, within a number 

of categories.  People were asked to assess whether their health was very good, good, fair, bad or 

very bad. This assessment is not based on a person's health over any specified period of time. 

 

In Halton most people who provide unpaid care report being in good or very good health – 10,123 

out of 15,010 or 67%.  Of the remainder 3,433 reported fair health and 1,454 bad or very bad health. 

However, the percentage reporting good or very good health was lower than the regional and 

nartional levels.  Conversely the proportion reporting bad or very bad health was higher than these 

compatarors, as Figure 5 shows. 
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Figure 8: Health status of unpaid carers, Halton and comparators, 2011 

 

Figure 5 shows that the proportions of those in good or bad health varies by the amount of care 

provided, with those providing the highest number of hours having disproportionately poorer 

health.  This may partly be an effect of age – those over the age of 65 are more likley to provide 50 

or more hours of care a week and are also more likley to find their health worsening. All carers have 

poorer health than non carers, although for those providing 1 to 19 hours of care a week, the 

difference between them and non-carers is marginal. 

 
Figure 9: Number of hours of unpaid care provided weekly, by general health of Halton carers 

 
Carers who report bad or very bad health are themselves more likely to need additional support in 

their caring role and/or are accessing support to address their own health and wellbeing needs.  In 

Halton there are 1,454 carers who report having bad or very bad health and of this group over half, 

818, are providing 50 or more hours care per week.  Nearly half of these are over age 65. 
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Table 16: Number and percentage of Halton carers with bad or very bad health, by age 

 
 
Table 17: General health of Halton carers, by number of hours of unpaid care provided and 

gender 

 
 

Whilst nearly twice the proportion of carers providing 50 or more hours of care have bad or very bad 

health compared to all carers (and more than double the proportion compared to those who do not 

provide unpaid care), a slightly higher percetentage of male carers in this category suffer from poor 

health compared to the proportion of female carers. In terms of number though there are slighly 

more females providing 50 or more hours care who are in bad or very bad health than males, 426 

compared to 392. 

 

3.5.3. Unpaid Care Expectancy (UCE)  

UCE is a new type of analysis by the Office for National Statistics (ONS) using data from the 2011 

Census to estimate the average lifespan spent occupying an unpaid carer role.  It is useful as a guide 

to unmet social care need and can be used to assess whether unpaid care is influenced by the 

relative prevalence of disability between areas.[14] 

For this analysis, those who respond to any duration of care per week were classified as a carer for 

calculation of UCE. These estimates divide expected lifespan into time spent in two distinct states, 

providing unpaid care and not providing unpaid care. The figures represent a snapshot of the 

mortality and carer status of the entire specified area population (in this case NHS England Clinical 

Commissioning Groups) in a given time period. They are not, therefore, the number of years that a 

person in an area will actually expect to live as a carer or non-carer. This is because: 

 mortality rates are susceptible to change in the future 

 unpaid carer rates may change because of changes to the criteria for accessing social care 

 the impacts of new health care treatments to offset the disabling effects of health conditions 

 cultural factors that influence the willingness to provide unpaid care 

 the intermittent nature of unpaid care provision for some carers 
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 migration into and out of a given area which means people will live in a different area for 
part of their lives 

 

UCEs have been calculated at three selected ages, shown to be significant milestones in unpaid care 

provision: 

 at age 15 

 at age 50 

 and at age 65 

 

National findings 

Males at age 15 can expect to spend on average 7.1 years of their remaining life providing unpaid 

care, compared with 9.3 years for females. Although males at age 15 have shorter life expectancies 

than females, they still spend a smaller proportion of their lives providing unpaid care at 11.0% 

compared with 13.6% for females. Such figures point to females dedicating longer durations of their 

life providing care than males. It is at age 50 that both genders have the highest proportion of lives 

providing unpaid care; 15.7% for men and 17.1% for women. 

 

While these estimates show a marked gender inequality in unpaid care provision at younger ages, 

this reverses at age 65. Men at this age were providing unpaid care for a similar number of years to 

women, but because of their shorter life expectancy, have a greater proportion of their remaining 

years of life providing unpaid care. At age 65 men are expected to spend on average 2.7 years of 

their remaining 18.6 years of life providing unpaid care while for women it is 2.6 years. This reversal 

at age 65 is likely to be partly explained by men’s later retirement age after which men have greater 

freedom to take up caring responsibilities. 

 

Table 18 shows that levels of UCE are higher in Halton than for England as a whole and the 

difference is statistically higher, life expectancy is lower indicating a higher level of ill health; thus 

the proportion of life spent providing unpaid care (PUC) is also higher than England.  

 

Males in Halton at age 15 can expect to spend on average 8.0 years of their remaining life providing 

unpaid care, compared with 10.1 years for females. Although males at age 15 have shorter life 

expectancies than females, they still spend a smaller proportion of their lives providing unpaid care 

at 12.8.0%compared with 15.4% for females. Such figures point to females dedicating longer 

durations of their life providing care than males. It is at age 50 that both genders have the highest 

PUCs; 18.1% for men and 18.4% for women, with the gender gap being narrowest at this age. 

 

While these estimates show a marked gender inequality in unpaid care provision at younger ages, 

this reverses at age 65. Men at this age were providing unpaid care for a similar number of years to 

women, but because of their shorter life expectancy, have a greater proportion of their remaining 

years of life providing unpaid care. 
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Table 18: Unpaid care expectancy (UCE), proportion of life providing unpaid care (PUC) and 

life expectancy (LE) at ages 15,  50 and 65, NHS Halton CCG compared to England, 2010/12 

 

3.5.4. Carers with Long-Term Disabilities 

Unlike the previous section which only asks if a person thinks their health is good or bad, the Census 

also contains questions asking about long-term ill health or disability.  This data may include people 

who answered that their health was good or bad but the questions take it further by quantifying 

both the period of time that is considered ‘long’ (has lasted, or is expected to last, at least 12 

months) and also the whether the condtion(s) limit the respondent’s daily life. This includes 

problems that are related to old age.  

 

Table 19 shows the proportion of unpaid carers reporting a long-term disability, which limits their 

day-to-day activities either a lot or a little.  Whilst 81% of people who did not provide care reported 

that they did not have a long-term health problem/disability (limiting their day-to-day activities), 

only 68% of carers reported being disability-free, whereas 14% reported a long-term health 

problem/disability, which limited their day-to-day activities a lot.  A further 17% stated they had a 

disability that limited their daily lives a little.  These proportions were higher than for North West 

and England carers. 

 
Table 19: Proportion of unpaid carers with long term disabilities 

 
  

There is a slightly higher percentage of males carers reporting having a long-term health problem or 

disability that limits their daily lives a lot.  This is likely to reflect the older age structure of male 

carers. 
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Figure 10: Proportion of Halton carers with long term disabilities, by gender 

 

Of those carers known to adult social care who responded to the 2014/15 annual carers survey a 

greater proportion of Halton carers have physical impairment or disabilites, mental health problems 

or long-standing illnesses than the North West or England averages.  A lower percentage have no 

health problems.  This supports the findings from the 2011 Census and underlines the additional 

disease burden locally. 

Table 20: Health problems of carers responding to the 2014/15 annual Carers Survey 

 

Figure 8 shows that the proportion of carers reporting a long-term health problem or disability that 

limits their lives a lot increases as the number of hours unpaid care they provide increases. This in 

part will refect that a high proportion of people providing 50 or more hours unapid care are older.  

However, it is also likely to reflect that carers often report not having enough time to look after their 

own health and the strain, both physical and emotion, of their caring role. As a result, these carers 

are more likely to need additional health and social care support to maintain their caring role.  

Conversely, the majority of unpaid carers whose day-to-day activities are not limited by long-term 

illness/disability are those who provide 1 to 19 hours of unpaid care per week. 
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Figure 11: Proportion of Halton unpaid carers with long term disabilities against amount of 

unpaid care a week provided 

 
As care is often related to health problems and disabilities which limited daily activities, it is 

expected that unpaid care would be higher in those authorities with the highest prevalence of 

people who are ‘limited a lot’ in daily activities and have older age structures. Figure 9 plots the 

percentage of an authority’s usual residents who provide 50 hours or more care per week against its 

percentage of people who are ‘limited a lot’ in daily activities.   

 

Figure 12: Percentage ‘limited a lot’ and percentage providing 50 hours or more unpaid care, 

by local authority in England in 2011 
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It shows a consistent increase in the highest levels of care provided (that is 50 or more hours per 

week) with increases in activity limitation. While this is to be expected, there is clearly an additional 

burden on relatives, friends and other informal carers in authorities with higher prevalence of 

activity limitations, such as Halton and, therefore, greater reliance on unpaid carers to support the 

social care needs of its residents.  

 

The 2011 Census information on whether those providing unpaid care had a health problem or 

disability which limited their normal day-to-day activities either a lot, a little or not at all is useful in 

examining the relationship between an area’s prevalence of people with pronounced disability and 

its prevalence of residents providing unpaid care at a level of 50 hours or more per week. Assuming 

that for those responding that their daily activities were limited a lot will have greater levels of 

dependency and need for social care than those who were limited a little or not at all, this helps to 

judge whether pronounced disability prevalence could predict unpaid care supply and whether it 

affects female supply more than male supply. Such information can provide clues as to whether 

unpaid care need depends on concentrations of dependency and poses questions as to why areas 

with similar concentrations of dependent residents have different supplies of unpaid care at this 

level. 

 

There is a large difference in the prevalence of pronounced disability across CCG populations; those 

CCGs with a higher prevalence of pronounced disability generally have a higher proportion of 

residents providing unpaid care at 50 or more hours per week. The highest instances of unpaid care 

at this level are clustered in four NHS CCGs in Merseyside, some of which are among the most 

deprived authorities in England. Halton is one of these areas. 

 

Table 21: CCGs with the highest (top 4) age-standardised prevalence (all persons aged 15 

years or above) of unpaid care provision at 50 or more hours per week and the prevalence of 

people (all persons) with pronounced disability. 

 

ONS tested the relationship between the prevalence of unpaid care at 50 or more hours per week 

and the prevalence of residents with pronounced disability using correlations for males and females 

separately. Figure 10 shows a mainly linear relationship between the age-standardised prevalence of 

residents with pronounced disability and the prevalence of unpaid care at a level of 50 or more 

hours per week for males and females respectively across the 211 CCGs. 
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Figure 13: Prevalence of residents(all persons) with pronounced disability and prevalence of 

males and females providing 50 or more hours unpaid care per week by CCG. 

 
 

 

Strong correlation coefficients of 0.82 and 0.88 were present for males and females respectively (as 

shown by the closeness of each data point to the best fit lines). This suggests the likelihood of 

providing care at this level is somewhat related to a CCG’s relative social care need based on 

pronounced disability prevalence. 

 

This general relationship can be used alongside other data such as social care provision by the state 

to assess the likely effect on the prevalence of people providing unpaid care at 50 or more hours per 

week that a percentage rise in the prevalence of people with pronounced disability would have. For 

males, this shows that should an area experience a one percentage point rise in the number of 

people with pronounced disability, the percentage prevalence of care provision at 50 or more hours 

per week is likely to grow by 0.24 of a percentage point; for females it would be likely to grow by 

0.28 of a percentage point. Such information is helpful in determining the impact of greater levels of 

dependency that may arise from population ageing in future years. 

3.5.5. Mental and Social wellbeing of carers 

Research indicates that many carers have poorer mental wellbeing than their non-carer peers and 

struggle to find time for themselves. A survey of over 2,000 carers[15]conducted April to June 2015 

found those surveyed had considerably lower wellbeing scores than the national average (18.9 

versus 23.6 using the SWEMWBS[ii] tool) and 20% considered themselved to have mental health 

problems.  Yet many carers find it difficult to find time to focus on their own health needs, especially 

those undertaking 50 or more hours of unpaid caring a week. 

Halton has recently introduced the SWEMWBS tool into its carers assessments.  Comparising the 

percentage of carers with low, moderate and high mental wellbeing scores with the results of the 

2013 Mental Wellbeing Survey[16] which used the same tool, it can be seen than although, as with 

                                                           
ii)  Short  Warwick-Edinburgh  Mental  Well-being Scale (SWEMWBS) 
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the overall percentages, the majority of carers rate their mental wellbeing as moderate, the 

percentage rating it as low was higher than the overall population score and the percentage rating it 

high was lower. 

Table 22: Results of the 2013 Mental Wellbeing Survey of Halton adults and Halton carers 
assessments 2015 

  Overall Carers 

Low 13.4% 17.0% 

Moderate 62.8% 68.1% 

High 23.9% 14.9% 

Source: McHale, Hughes and Jones 
2013 and HBC 

 

Further analysis of the 2013 Mental Wellbeing Survey showed that there was a relationship with 

deprivation, with low scores being more prominent in the more deprived quintiles.  Analysis of the 

Halton carers scores by deprivation decile shows a similar pattern, with 60% of carers with a low 

mental wellbeing score living in the 3 most deprived decile areas compared to41% of those with a 

moderate score and 20% of those with a high score. 

Figure 14: Mental Wellbeing score category by local deprivation decile, Halton carers 2015 

 

 

8 out of 10 carers have felt lonely or isolated as a result of caring, with 55% of carers reporting they 

are not able to get out of the house much (rising to 64% for those providing 50 or more hours of care 

a week).  61% don’t have time to participate in social activities, with nealry half (45%) not able to 

afford to. Over half (54%) struggle to pay household bills wth 35% cutting back on essentials like 
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food and heating to make ends meet.  40% of carers say they rarely or never feel optimistic about 

the futute, with parent carers especially worried about the future care of the children. 

 

As seen in section 3.5.4., Table 20, a greater proportion of Halton carers have mental health 

problems than across the North West and England. However, in relation to feeling able to spend 

time doing things they want, having enough support and socal contact, Halton carers known to social 

care rate similar or slightly better than these comparators. 

 

Table 23: Responses to Q7 to 12, 2014/15 Annual Carers Survey 

 

Table 24: The proportion of carers who reported that they had as much social contact as they 
would like - carers survey Q11 

 

A slightly higher percentage of females said they had as much social contact as they wanted.  The 

percentage was greatest amongst older carers.  This probably reflects the limited amount of free 

time working carers have for themselves. 

Aggregating data from questions 7 to 12 of the carers survey, a quality of life score can be 

calculated.  Data from 2014/15 (Table 24) shows that overall Halton rates were slightly higher than 

the North West and England.  This includes higher scores for both men and women and for those 

aged over 65. 
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Table 25: Carer-reported quality of life score 

 

3.5.6. Domestic Violence 

There is very little research about domestic abuse against carers. Research by Queen's University in 

Belfast[17] includes case studies from women who experienced domestic abuse from their husband 

for a number of years then, in later years, became the main carer for their abuser. This potential 

switch of control in the relationship can lead the carer to experience emotional conflicts such as 

anger versus feelings of love and sympathy for the abuser. If the abuse continues, this can cause 

further conflict for the carer between wanting to protect themselves, and any dependent children, 

versus knowing the abuser is dependent on them for day to day support.  

Findings from a study focusing on older female carers[18] supported the need for awareness that 

ageing caregivers can be placed at risk by verbally and physically abusive behaviours of the elders for 

whom they provide care.  

Both these pieces of research indicate that carers need specialised support if they are in an abusive 

relationship as the emotional conflict they may experience about being the main, or sometimes only, 

care giver to their abusive spouse brings with it a raft of additional complexities. In such cases, it is 

imperative that services work together to support the carer and to ensure safeguarding of the 

vulnerable perpetrator.  

In Halton, the issue of adult safeguarding is taken very seriously, and reports to the Adult 

Safeguarding Board already include the issue of domestic violence. However, the experiences of 

carers around domestic abuse have not, thus far, been considered and this may be necessary to 

ensure that processes and services for carers are delivering the best possible support.  Local data on 

the number of carers subjected to domestic violence is not currently available. 

3.5.7. Health and Wellbeing of Young Carers 

A Young Carer is a young person (under the age of 18 years of age) who cares for or gives support to 

someone at home such as their parent, sister, brother, grandparent or a family friend. This care 

could include looking after someone who is unwell, disabled or has a mental health problem, or 

providing care for and support to a member of the family affected by drug or alcohol misuse. 

Young carers are children and young people who often take on practical and/or emotional caring 

responsibilities that would normally be expected of an adult.  The tasks undertaken can vary 

according to the nature of the illness or disability, the level and frequency of need for care and the 

structure of the family as a whole.  A young carer may do some or all of the following: 

 

 Practical tasks, such as cooking, housework and shopping 
 Physical care, such as lifting, helping a parent on stairs or with physiotherapy 
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 Personal care, such as dressing, washing, helping with toileting needs 
 Managing the family budget, collecting benefits and prescriptions 
 Administering medication 
 Looking after or “parenting” younger siblings 
 Emotional support 
 Interpreting, due to a hearing or speech impairment or because English is not the 

family’s first language 
 

Some young carers may undertake high levels of care, whereas for others it may be frequent low 

levels of care. Either can impact heavily on a child or young person.   

Nationally, in 2011, there were 177,918 young unpaid carers (5 to 17-years-old) in England and 
Wales. Of these, 54% were girls and 46% were boys. Within England, the North West had the highest 
proportion of young carers providing unpaid care at 2.3% (2.1% of males and 2.5% of females aged 
5-17), whereas the South East had the lowest proportion at 1.9%. 

An increase in the number of unpaid carers aged 5 to 17 was observed in all regions between 2001 
and 2011. In England, the number of young unpaid carers increased by 19.5% during this period. In 
the North West the increase was 7.2%, a smaller increase but based on a higher baseline level in 
2001. 

Local authority level data from the 2011 Census is broken down only by broad age bands, 0-15 year 

olds and 16-24 year olds. It shows that Halton has a slightly higher level of young people who are 

carers than across the North West and England.  This is the case for young carers under age 16 i.e. 0-

15 years of age and young adults age 16-24 years of age (unfortunately this national dataset does 

not provide the ability to show the date by under 18 years of age). 

 

Table 26: Provision of unpaid care by age band, 2011 Census 

 

Halton has a higher number of young carers aged 0-24 than nationally at 8.4% compared to 7.5% 

across England as a whole (the number of Halton young carers is 1259). 

Given that young carers are over twice as likely to live in households where at least one adult has a 

limiting disability[19] and that there is a high level of limiting disability in the borough this may be an 

underestimate.  Also, as the Census is completed by parents the figures reported may underestimate 

due to stigma and fear about the perceived consequences of revealing that their child is a carer.   

Children themselves may not wish to be recognised as a carer for fears of bullying, stigma or 
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embarrassment.  These issues are seen in national surveys and also in the kind of feedback received 

from Halton young carers and their families.  For example, a survey of secondary school children 

conducted by the the BBC and the University of Nottingham found that 1 in 12 reported caring 

responsibilities.[20]  Applying this figure to the number of Halton residents aged 0-24 would give a 

figure of 3,276, just over 2.5 times as high as the census indicates.  

In 2015/16, there were 520 young people and 0-18 years of age registered in contact with Halton 

Carers Centre. Data from 2013 showed 109 new young people have been registered as carers within 

the preceeding year whilst 73 have been deregistered. (48% due to reaching their 18th birthday, 52% 

due to a change in their circumstances). 57% (number = 196) were female and 43% (number = 152) 

were males. 

Table 27: Residence Location of Young Carers, 2013 

Location Number Percentage 

Runcorn 224 64.4% 

Widnes 119 34.2% 

Out of Borough* 5 1.4% 

*Warrington, Helsby, Liverpool 

Table 28: Age profile of Young Carers, 2013* 

Age  Halton Number Halton Percentage National Percentage 

(2011 Census) 

5-7yrs 8 2 6 

8-9yrs 44 13 7 

10-14yrs 149 44 41 

15yrs 56 16 13 

16-17yrs 85 25 33 

 * 6x DOBs not available at time of writing 

These figures put the rate as a percentage of the overall under-18 population of Halton at 1.2%.  The 

2011 Census is 1.4% of the 0-15 year old population.   

Analysis of Census data also showed that young carers are likely to report that their health is not 

good compared to their non-carer peers.  As the number of hours of unpaid care rose so did the 

level of self-reported ‘not good’ health.[21] This is supported by the Longitudinal Survey of Young 

People in England found that young carers are 1.5 times more likely to have a disability, long-term 

illness or special educational needs, 1.5 times more likely to be from a black, Asian, or minority 

ethnic community and twice as likely to not speak English as their first language.[22] Young carersare 

significantly more likely to grow up in poverty, with all the associated needs and risks this brings.  

Thus young carers may not only be at greater risk of poor health and risk-taking behaviours during 

childhood but this may continue into adulthood, further impacting on their lives even if their caring 

responsibiities change. 

Analysis of 2011 Census data for Halton carers aged 0-24substantiates these findings, although not 

to the same degree..  Levels of good, fair and poor health amongst Halton carers aged 0-24 is 

broadly similar to that seen by carers aged 0-24 across the North West and England.  The most clear 

disparity can been seen when considering the health of carers aged 0-24 providing different levels of 

care, with 92% of all Halton carers aged 0-24 having very good or good health compared to 87% 
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amongst those providing 50+ hours of care per week.  Thus the Census data may be showing an 

under reporting not only of the number of young people providing unpaid care but of the health 

problems they face. 

 
Figure 15: Health status of Halton residents aged 0-24 providing unpaid care, 2011 Census 

 

 
Further impacts were revealed by a study of 15,000 pupils aged 13 and 14:[23] 

 Young carers are one and half times more likely to have a special educational need or a long-
standing illness or disability  

 One in 12 young carers is caring for more than 15 hours per week 
 Around one in 20 miss school because of their caring responsibilities 
 Young carers have significantly lower educational attainment at GCSE level - the equivalent 

to nine grades lower overall than their peers 
 Young carers are more than one-and-a-half times as likely to be from black, Asian or minority 

ethnic communities, and are twice as likely to not speak English as their first language  
 The average annual income for families with a young carer is £5,000 less than families who 

do not have a young carer 
 Young carers are more likely than the national average to be ‘not in education, employment 

or training’ (NEET) between the ages of 16 and 19 
 Young carers, especially those caring for adults with mental health or substance misuse 

issues, are likely to go on to become service users themselves. They are also more likely to 
become known to social care and to become a child in care 

 Despite improved awareness of the needs of young carers, there is no strong evidence that 
young carers are any more likely than their peers to come into contact with support agencies 
and to become a child in care 

 

Nationally, around a third of young carers are caring for a person with a mental illness. It is likely the 

actual number is higher and research has suggested that around a third of young carers are involved 

in inappropriate and excessive caring with consequent knock-on effects on schooling and other areas 

of their lives.  
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This information shows that caring responsibilities can place a great deal of pressure on the carer 

and this can be compounded when the carer is a child or young person. The risks include the risk of 

truancy, under-achievement, isolation, mental and physical ill health, poverty and stress.  

Inappropriate caring tasks can represent a safeguarding concern. It could be inappropriate if a child 

or young person is undertaking personal care for an adult of the same or opposite gender. This risk is 

compounded if they are the only person having physical contact with that adult. 

Locally, it is important to continue to raise awareness of young carer’s identification and needs 

amongst key workers, together with an improved shared working practice between Adults and 

Children’s services.  This together with a proactive approach to ‘early help’ for the wider family when 

supporting adults would help embed safer preventative practice with vulnerable families. The Team 

Around the Family (TAF) division, through IWST, Family Work and Intensive Family Work teams are 

well positioned to explore such joint working initiatives. 

For over a decade, there has been considerable consultation of the needs of young carers and their 
families. The messages have been very consistent: [24] 

 They want time to have fun and socialise, getting breaks from caring.  

 They want more help for the person they care for.  

 They need to be less isolated and have people they can turn to.  

 They need more money in their families.  

 They need help at school with attendance, homework, course work and bullying.  

 They need to be helped to get the best from learning and work towards an independent 
future.  

 They need to be meaningfully involved in the planning for their cared for person, and given 
information and knowledge about the practicalities of caring.  

 They need emotional support with worry, anxiety and low self-esteem  

 They need help planning for and dealing with family crises.  

3.5.8. The needs of carers of people with mental ill-health 

Caring for someone with mental health needs presents different challenges for their carer compared 

with a physical illness or disability.  These include:[25][26][27][28][29][30] 

 The fluctuating nature of poor mental health.  The need for, and levels of, support may 
therefore be unpredictable.  Dependence on the carer can be really intense and prolonged 
at times yet minimal at others 

 Poor mental health is not necessarily as evident as a physical health problem or disability, 
therefore may be less understanding or support forthcoming for the carer as there is with 
other health conditions 

 Because of the stigma surrounding mental ill-health, carers may be less willing to seek 
support or share with family members and friends.  This may mean they have less of a social 
network to draw on themselves with a resulting risk of poor mental health in the carer 
themselves 

 Many people say dealing with the stigma surrounding mental health is worse than coping 
with the condition itself 

 Carers play a key role in the recovery of people with poor mental health conditions.  This is a 
significant level of responsibility 

 Often mental ill-health is associated with other conditions, so this is not the only condition 
the carer is required to deal with 
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 There are a number of legal and ethical issues surrounding mental health that can make the 
role of caring even harder 

 Carers need information, advice and support about carrying out their caring role, but also 
about understanding and coping with mental health conditions.  Carers of people with poor 
mental health are dealing with taking on a caring role as well as learning how to respond to 
the behaviours and emotions associated with the condition 

 

As a result of these issues, caring for someone with mental health needs may be even more 

emotionally draining than any other caring role. Family and friends bereaved by a suicide, or 

affected by those at risk of suicide, are at increased risk of mental health and emotional problems 

and may be at higher risk of suicide themselves. Keeping family and friends informed and providing 

the relevant advice and support in a timely manner can prevent this.[31][32] Suicide prevention 

research and recommendations all cite the need to include, support, identify and listen to carers.[33] 

The Triangle of Care report[34]emphasises the need for better involvement of carers and families in 

the care, planning and treatment of people with mental ill-health with the purpose of supporting 

recovery and sustaining wellbeing of both service user and carer.  It was developed to address the 

clear evidence from carers that they need to be listened to and consulted more closely. The guide 

outlines key elements to achieving this as well as examples of good practice.  Key elements include: 

The carers involved in patient care are identified as soon as possible.  

 Professionals are ‘carer aware’ and equipped to involve carers effectively 

 Protocols are in place regarding the sharing of information and confidentiality 

 Specific professional roles are identified with carer responsibility 

 Carers are able to meet with staff and are provided with information throughout the care 
and treatment pathway 

 A range of support services are provided for carers 
 

Fundamental to the Triangle of Care approach is the importance of understanding what carers need 

to carry out their role effectively: skills, information, advice, support, regular breaks.  Not just 

focusing on the impact of the caring role, but the causes of the stresses in the first place.  If the right 

information, advice, support and services are not available then a detrimental effect from the caring 

role will still ensue.  

NICE guideline[35] includes recommendations on the need for mental health services to offer carers 

of people with psychosis or schizophrenia an assessment of their own needs, provide information 

about the condition (including negotiation with service users about how their information will be 

shared), include carers in decision making if the service user agrees and, in addition, advise carers 

about their statutory right to a formal carer's assessment.  The guidance recommends that all carers 

of people with psychosis and schizophrenia should be offered a carer-focused education and support 

programme, which may be part of a family intervention, as early as possible. It it likely that the same 

applies to people caring with other types of mental illness. 

There is often a link between mental health and alcohol dependence.  The NICE quality standard on 

alcohol dependence[36] recommends that families and carers involved in supporting a person who 

misuses alcohol should have the opportunity to discuss concerns about the impact of alcohol misuse 

on themselves and other family members.  
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3.5.9. The needs of carers of people with dementia 

One in three will care for a person with dementia in their lifetime. A report by the Carers Trust 

identified a number of critical points along the caring journey where information and support is 

most valued and needed by carers and what professionals can do to help at these times.  It should 

be noted that these may be quite different to the critical points experienced by the person with 

dementia in their journey. The critical points for the carer are: [37] 

 When dementia is diagnosed 

 When the carer takes on an active caring role 

 When the capacity of the person with dementia declines 

 When the carer needs emotional support and/or a break from caring 

 When the person with dementia loses their mobility 

 When the person with dementia has other health problems 

 When the carer has to cope with behaviour problems 

 When the carer’s own circumstances change 

 When the person with dementia becomes incontinent 

 When decisions about residential care and end of life have to be made 
 

What is key at these points is that the carer knows where to go to for advice, knows what support is 

available, that the professionals they are in contact with are knowledgeable regarding dementia and 

that they engage with both the carer and the person with dementia and they understand the carers 

needs and issues not just those of the person with dementia. This research is being cited by Public 

Health England as a means of mapping the needs of carers of people with dementia  

3.5.10. The needs of parent carers 

Parent carers look after one or more children with a learning difficulty, a disability and/or an 

additional need.  The role of parent carers blurs between being a parent and being a carer, as 

parents naturally ‘care’ for their children.  However, parent carers are those that have children that 

need additional support ‘to live ordinary lives’ as a matter of course. Similar to other carers, parent 

carers are not always identified as they are parents first.  This is especially true for parents of 

children that have additional needs who are not eligible for social care, short breaks or a statement 

of educational need.  These are the carers that get the least support and often feel very alone.  We 

do not know how many there are as they are usually unknown to services.  However these parents 

can get support from the voluntary sector, especially parent support groups.  ‘Disabled children and 

their families have the same human rights as others, including the right to the same quality of life as 

those who do not live with disability. 

A lack of support can result in parent carers having mental health issues, physical health issues, and 

relationship difficulties.    

3.5.11. The needs of carers of people with a learning disability 

Growing numbers of people (with a learning disability) experience a mid-life transition when their 

parents or family carer’s who they have lived with since childhood become too ill to care for them or 

they die. It is important that carers of adults with a learning disability are supported both 

emotionally and practically to plan early for this transition. In addition to this, it is important the 

person with the learning disability's rights to care for their loved one is recognised.  Services for the 
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older person and the person with the learning disability providing the care need to be joined up to 

ensure the needs of both are met.  

3.5.12. The needs of carers for people at the end of life 

It is estimated there are around half a million people in the UK at any one time providing care for 

someone with a life-limiting illness.  While the needs of these carers will in many ways be similar to 

those of other groups of informal caregivers, there are specific issues that face people caring for 

someone at the end of their life, such as:  

 Possible sudden diagnosis and onset of the caring role 

 Uncertainty as to the length of time until death 

 Likely rapidly changing care needs 

 Information needs on the dying process and associated complex medical and nursing care 

 Psychological and emotional strain of knowing that they will face bereavement 

 Practical and emotional issues at the time around the death, and in the months and years 
following bereavement 

 

In common with other groups, people caring for those at the end of life may not identify themselves 

as ‘carers’ and so may be unaware of, or reluctant to access, available support. The National 

Palliative Care Policy is based around a strong preference for death at home.  In order to achieve this 

supporting the needs of family carers is paramount.   

The 2015 Marie Curie report[38] on the impact of caring for someone with a terminal illness 

concluded that carers of people with a terminal illness face significant challenges to getting the high 

quality and timely support that should be available to them, both while they are caring and after 

bereavement. These challenges include: 

 not having their needs recognised by support services 

 not being supported to look after their own health, wellbeing and finances, and not 
knowing where to find support when they need it 

 a lack of help with preparing for the future, both following their loved one’s diagnosis 
and after bereavement’ 

The report recommends the following fundamental principles that should underpin the support 

available to carers of people with a terminal illness: 

 People who provide care for someone who is approaching the end of their life have 
specific needs, which should be assessed as a matter of priority 

 Information for carers should be available and accessible in a form that is most useful to 
them 

 Carers are not trained professionals, and they should not be expected to behave as such 

 Carers should be treated sensitively by professionals and, where appropriate, provided 
with training and support to help them look after their loved one and themselves 

 No one providing care to a loved one with a terminal illness should suffer financial 
hardship as a result of their caring role 

 Health and social care professionals need to be ready and able to help carers identify 
themselves in this role and to plan for their future. This must include a sensitive 
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explanation of what supporting a death at home entails, and a recognition that carers’ 
needs will often continue after bereavement 

Carers in the end of life context often describe three priority areas of need:  

1. Practical help as a co-worker e.g. with turning bed-bound patients, or with symptom relief 
2. Information as to what is likely to happen as the illness progresses and the likely 

consequences 
3. Allocated professional time for attending the patient to allow the carer to have respite from 

their role 
 

More personal support, such as addressing spiritual, psychological and emotional needs is reported 

to be less valued.  Qualitative data suggest that carers often find it difficult to focus on their personal 

needs, as they perceive that such focus will take professional time and resources away from the 

person cared for.  The Department of Health End of Life Care Strategy 2008 highlighted the 

importance of considering carers’ opinions and needs, and commissioned the Office for National 

Statistics to conduct the VOICES (views of informal carers for the evaluation of services) survey since 

2011.  Analysis of the combined 2012 and 2013 results by NHS Area Team shows that the 

Merseyside had a higher percentage of respondents stating that they were given enough help and 

support by the healthcare team at the actual time of death of their loved one; 62.3% compared to 

60.1% nationally although the difference was not statistically different.  When considering whether 

the carer felt  they were as involved in decisions about their loved ones care as they wanted to be, a 

slightly lower proportion in Merseyside answered yes compared to England, 76.2% compared to 

77.9%.  Again the differences were not statistically different. Analysis at a national level also 

highlighted significant inequalities in the standard of care and support provided, both by 

geography/socio-economic status and by cause of death of the loved one.   

The impact on carers’ health and wellbeing  

Caring for a loved one, who is dying, carries with it the same risks to the carer’s health and wellbeing 

as in other care situations, but with the additional strain of coping with an impending death. This is 

likely to have an impact on the physical health and wellbeing of the carer. For example elderly carers 

for heart failure patients who have pre-existing health problems of their own, are more likely to 

experience deteriorating health.[39] In addition, there is a suggestion that the greater the strain and 

burden reported, the more likely the carer’s physical and mental health will have deteriorated. It 

should not be forgotten that there are positive aspects to a caring role; caring for a loved one when 

they are most vulnerable can be a valuable experience, potentially boosting self-esteem, confidence 

and assertiveness and reinforcing relationship bonds.   There is little evidence that discrete ‘carer 

support’ services within palliative care are necessary; instead, repeated checking of carer needs by 

those providing ‘usual care’ in an end of life context is thought to be helpful.  The evidence base for 

specific interventions to improve the health and wellbeing of carers is weak.  

Bereavement  

Inevitably, carers of people who are dying will have to face bereavement and a change in their role.  

Bereavement has long been recognised as a risk factor for poor psychological and physical health.  

Research shows that there is an early increased risk of death from a variety of causes, including 
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suicide and ‘dying from a broken heart’ – meaning the psychological distress, loneliness and 

secondary consequences of loss such as changes in eating habits, economic status and social 

support.  A few authors have found this risk to persist after six months.  The recently bereaved are 

also more likely to have physical health problems; widowed people in general consult with their GP 

more frequently than the non-widowed, but also may be less likely to consult when they need to.  

This indicates that there is likely to be significant met and unmet need in terms of the physical and 

mental health of the recently bereaved, particularly those bereaved of spouses.[40] 

The evidence suggests that it is neither necessary nor desirable for all bereaved people to undergo 

‘bereavement counselling’.   Around 85% of bereaved people will manage their own path through 

grief using existing social support.  5% will need specialist help to manage their extreme grief 

reactions, and the remaining 10% need something in between, such as a befriending or counselling 

service.[41]  However there are no reliable tools for identifying which group an individual falls into 

and so a network of universally available first-line services is necessary to allow people to access 

care if they feel they need it.   

3.5.13. Other specific groups 

This chapter is not exhaustive, only having picked out a few specific groups of carers.  Other groups 

not covered in any detail in this JSNA may have needs which are different from others because of 

their caring situation, for example so-called ‘Sandwich’ Carers’ who care for people of different 

generations, for example, caring for a disabled child (of whatever age) and also an elderly parent.    
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4. Service provision and uptake 

4.1. Service Provision 

4.1.1. Adult Social Care 

The Care Act gives local authorities the responsibility to assess a carer’s needs for support. The 

assessment  looks at how caring has an impact on an individual, what support they may need if they 

want to carry on caring, and what they want to achieve in their day to day life. At the end of the 

assessment a support plan will be agreed. The support plan will include how a persons needs are 

going to be met and, if a direct payment is to be made, how much it will be and how often it will be 

paid. In Halton, these statutory assessments are carried out by the borough council’s care 

management teams 

4.1.2. Halton Carers Centre 

Halton Carers Centre provides a range of both universal and targeted services for 

carers.Commissioned jointly by Halton Borough Council and NHS Halton CCG, the centre aims to 

improve the quality of life for carers and to prevent or delay peoples need for care and support. 

As a primary point of contact for carers in the borough, Halton Carers Centre will: 

 Increase the number of carers known to them, particularly within underrepresented groups 

 Work with a range of local agencies and initiatives to promote and improve carers’ health 
and well-being 

 Provide advice and information which supports carers to make informed choices about 
issues such as; the care and support which is available; their health and well-being; the types 
of home equipment, telehealth and telecare facilities that are available; and any changes in 
the welfare benefits system that may have an impact on them as a carer 

 Ensure that carers are an integral part of the design, delivery and quality assurance of both 
the Carers Centre and health and social care services 

 Commission community based peer support groups that help carers to cope with their caring 
responsibilities and alleviate some of the isolation they experience 

 Ensure intensive, short term support is provided where there is a high risk of ‘carer 
breakdown’ 

 Co-ordinate, provide and publish a programme of training for carers and health and social 
care professionals 

 Offer a range of volunteering opportunities for carers, ex-carers and members of the local 
community 

 Provide an advocacy service that ensures that carers’ are assisted and enabled to say what 
they want, to secure their rights, to represent their interests and to obtain the services they 
require 
 

From 1st April 2015 to 31st March 2016 Halton Carers Centre registered 1,009 new carers (776 adult 

carers & 233 young carers).  1,630 carers were deregistered (1,452 adult carers, 178 young carers) 

due to their caring role ending.  This means from 1st April 2016 there were 5,263 carers registered 

with the centre (4,743 adult carers and 520 young carers). 
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Table 29: Age breakdown of Carers registered with Halton Carers Centre 2015/16 

 

All carers (5,263) received the newsletter and 5,106 had a service from the centre in the 

year.  Services include review, information and advice, advocacy, referral/signposting to another 

service, trips, training, forums, therapies and podiatry. 

Postcode level data was only available for 1,846 carers, 488 providing 49 hours of care a week or less 

and 1358 providing 50+ hours. This constitutes significantly different relative proportions than in the 

Census which showed 69.9% of unpaid carers provideding 1-49 hours of care per week and 30.4% 

providing 50+ hours.  This compares to 73.6% of the postcode level data being for carers providing 

50 or more hours care per week. Indeed, data for June 2015[42] shows this is similar to the total 

Carer’s Centre users. 

Table 30: Breakdown of hours care provided by adult users of the Halton Carers Centre, as at 
June 2015 

 

Of note is that the Census showed 4567 Halton carers stating they provided 50+ hours care per week 

with the Carers Centre having some level of contact with 3,217 cares providing 50+ hours per week. 

The geographical spread of carers accessing the Carers Centre is fairly similar to that identified 

earlier from the 2011 Census analysis.  There is a slightly higher rate of carers providing any level of 

care accessing the Carers Centre from Halton Castle, Halton Lea and Windmill Hill than indictated in 

the Census.  However, as particular deprived areas of the borough, this may reflect carers with 

particular need.  When considering only those carers who provide 50+ hours of care a week, the 

gepgraphical spread is similar to the Census picture. 
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Figure 16: Location of carers accessing Halton Carers Centre: all carers and those providing 
50 or more hours of care per week 
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4.1.3. Community Based Support 

Each year, small community groups and local organisations apply to the directorate for a small 

amount of funding to support carers. In their application, groups should be able to demonstrate how 

they will increase the number of Carers known to them; support individuals to have a life outside of 

caring and have a positive impact on carers well being.  

At present 17 groups and organisations receive funding supporting people caring for individuals with 

dementia, learning disability, autism, substance misuse, stroke, mental health and physical disability. 

4.1.4. Support from GPs 

As at December 2015 there were 1,590 people registered with Halton GPs who were known to be 

carers.  This represents just 10.6% of the total number of carers identified in the 2011 Census.  This 

is based on the influenza vaccination return and so will not include those aged 65 and over.  Thus it 

under-represents the true picture, despite this, does show a considerable variation from the census 

figures. 

Table 31: Number of patients registered as carers, 2014/15, per GP practice 

  

 

Despite this low figure a considerable proportion of respondents to the annual GP survey stated they 

had caring responsibilities 
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Table 32: Percentage of respondents to the GP survey stating they have caring 
responsibilities, GP practice, Halton CCG and England, 2011/12 to 2014/15 

 

Despite both the Royal College of General Practitioners[43] and NHS England[44] recognising the vital 

role than carers play and the impact this role can have on their health, there is vitually no routinely 

collated data on the health status of carers from either GP records or that can be gleened from 

hospital admisisons.  The only data available is that relating to annual influenza vaccinations.  In 

regognition of the need to support carers to remain health, all registered carers, irrespective of their 

age, are eligible for a free influenza (flu) vaccination.  Data for 2014/15 shows only 44.9% of Halton 

eligible carers (aged under 65 years, not at-risk, not pregnant and fulfils the ‘carer’ definition) 

received their vaccination, slightly lower than the England figure. 

Figure 17: uptake of influenza vaccination amongst Halton eligible carers, 2014/15, per GP 
practice 
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4.2. Carers assessments 
There has been an increase in the number of carers receiving an assessment over the last three 
years.  
 
Table 33: Number of carers assessments 

 
 

There have been substantially more women receiving a carers assessment than men for the last 

three full reporting periods, with the difference being more marked amongst carers aged 18-64.  For 

both male and females carers aged 18-64, mental health is the primary support reason of the person 

cared for, followed by physical support.  Whilst the numbers vary year on year, this pattern is 

consistent.  However, for carers aged 65+, physical support is the primary need, reflecting the 

development of multiple long term condtions and the effects of ageing. 

 
Table 34: Carer assessments, gender, age group and primary support reason

[iii]
 

 

  
                                                           
iii There were a small number of records each year for which the age of the carer was not recorded.  When broken down by 
gender all figures are under 10 and so are not reported in Table 29 
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4.3. Service Uptake and Outcomes 

Data for 2014/15 shows that those receiving carer-specific services in Halton are more likley to 

receive self-directed support and direct payments that those across the North West and England as a 

whole.  The differences are substantial and apply to carers at all ages. 

Table 35: Proportion of carers receiving carer-specific services in the year to 31 March who 
received self-directed support and direct payments 

 

Less than half of all carers known to adult social care were staisfied with their experiecne of care and 

support.  Men were slightly more satisfied than women  with no differences by age.  Whilst these 

figures may appear low they are higher than the North West and England.  It would be helpful to 

understand why levels of satisfaction are so low. 

Table 36: Proportion of respondents who were satisfied with their experience of care and 
support 

 

A greater percentage of Halton carers known to adult social care received emergency breaks or 

breaks for more than 24 hours.  In terms of the person they care for, there was less use of personal 

assistants, home care/home help, day centres, use of equipment or adaptations and permanent 

residence in a care home.  Conversely, there was a greater percentage using meals servcies, lunch 

clubs and Lifeline Alarm. 
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Table 37: Services Halton carers received from Halton Borough Council, 2014/15 

 

The majority of Halton carers reported that they had been included in discusssions about the person 

they care for, slightly more women tna men and higher percntages than the North West and England 

averages. 

Table 38: The proportion of carers who report that they have been included or consulted in 
discussion about the person they care for CSQ15 

 

A substantially higher proportion of Halton carers reported findings information about support 

available to them was fairly or very easy. 
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Table 39: The proportion of carers who find it easy ('very easy' or 'fairly easy') to find 
information about support (CS Q13) 
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5. User views 

National Views of Carers 

 

A national surveyof 4,500 carers showed that more than 82% of carers feel that caring has a negative 

effect on their health, 2% more than in 2014[45] 

 

 74% of carers find it difficult to get a good night’s sleep as a result of caring, 5% more than 
2014 

 Nearly half (47%) struggle to maintain a balanced diet 

 Four in ten (41%) have experienced an injury or their physical health has suffered as a result 
of caring 

 84% said that they feel more stressed, 78% said they feel more anxious, and 55% reporting 
that they have suffered from depression as a result of their caring role – significantly more 
than in 2014 

 Over three quarters (76%) of carers responding to our survey are concerned about the 
impact of caring on their health over the next year 

 Well over half (62%) of those carers who are struggling to make ends meet said they were 
cutting back on seeing friends or family to save money.  

 Over half (53%) of respondents said that they are concerned about the impact of caring on 
their relationship with the person they care for over the next year and 3 in 5 (61%) are 
worried about the impact their caring role will have on relationships with their friends and 
family over the next year 

 45% said that financial worries were affecting their health. Over half (52%) were worried 
about the impact of cuts to social security over the next year and a similar number (54%) 
were worried about their finances 

 60% of working carers were worried about their ability to remain in work 

 Over half (53%) of carers responding to our survey have experience of social care services 
such as home care or respite care. Of these, over a quarter (27%) of carers with experience 
of social care services such as home care or respite report positive experiences. However, 
worryingly, a third (33%) said that they had refused or stopped using a service altogether 
because of concerns over quality 
 

The Carers Manifesto 2014[46] set out what good support would mean for carers and what they want.  

It identified the following; 

 

In terms of income and finances, carers want: 

 To be able to maintain financial resilience which enables them to have a life alongside caring 
and which means they aren’t left in debt, with little or no savings and facing financial 
hardship into retirement 

 For carers’ benefits to recognise their huge contribution to society rather than highlight how 
poorly valued they are 

 A social security system which supports rather than prevents carers working or studying 
alongside caring 

 For all financial support to rise with the cost of living and for the additional costs of caring in 
household bills and transport costs to be recognised through additional support 
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In terms of health and care, carers want: 

 Good quality, reliable and affordable care services which enable them to have a life 
alongside caring 

 Health and care services which recognise carers as expert partners in care 

 Health services which recognise that carers’ have their own health needs and provide 
flexible support which proactively seeks to reduce carer ill-health 

 Reform of funding for social care  
 

In terms of employment and training, carers want: 

 To have access to good quality, reliable and affordable replacement care services so they 
can have confidence in the care being provided whilst they are at work  

 Flexible, understanding employers who recognise the value of supporting carers to 
combine work and caring  

 Rights at work which recognise and value caring as much as other family responsibilities 
and allow carers time off to care 

 Support to return to work when caring comes to an end 

 A benefits system which supports carers to work or study alongside caring, rather than 
makes it harder  

 

In terms of recognition, information and advice, carers want: 

 Their role to be recognised and respected as a crucial part of society 

 Government and the media to proactively combat myths about families receiving 
disability and carers benefits  

 Advice, information and support to be easily accessible wherever carers are, rather than 
them having to seek it out. Health and social care professionals, workplaces and 
community settings should work to identify carers and guide them to support 

 Caring to be given the same political and economic prominence as becoming a parent – 
so that ‘supporting families’ financially, through services and in workplaces is not just 
about childcare but about caring across the life course 
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6. Future Demand – Projecting Number of Carers and Support 

Needed 

In England and Wales, the number of people reporting that they were an unpaid carer as part of teh 

census increased from 5.2 million to 5.8 million between 2001 and 2011.  The greatest rise has been 

amongst those providing over 20 hours care, which can have a significant impact on the health and 

wellbeing of the carer, including their ability to retain paid employment alongside their caring 

responsibilities.  It is predicted that the number of carers will increase significantly to 9 million by 

2037.  

 

The number of carers in the borough and their needs are likely to change dramatically over the next 

ten years and beyond.  Population changes will mean that there will be an increasing number of 

people that will require support from a carer.  Below highlights the changing population 

demographics and how this will have an impact. 

6.1. Increase in Ageing Population 

The number of people aged over 65 in the borough is expected to increase by 42% between 2012 

and 2037  This means: 

 There will be an additional 14,123 people aged over 65 by 2037  

 The greatest proportion increase is anticipated to occur in the 85 and over, age group 
where an additional 4,305 people are expected to be residing in the Bbrough by 2019 (a 
67% increase) 

 By 2037 the overall older people’s dependency ratio on those of working age in Halton 
will be larger than the child dependency ratio 
 

The implications of an ageing population are three fold in relation to carers: 

 There will be more people requiring caring support because of age-related conditions  

 There will also be potentially more old carers, who will have their own needs to meet 
also and thus may find it more difficult to care for others 

 The older people’s dependency ratio will potentially mean that there are less working 
age people available to provide the carer support 

6.2. Increase in dementia prevalence 

A particular issue for Halton will be dealing with the rising rates of dementia.  In 2015 the number of 

people suffering from dementia in Halton is estimated to be 1,343 of which 893 are known to 

services (based on GP registers 2014/15).  This is expected to rise to 2,262 by 2030.  Of this figure 

around 11% of cases are expected to be severe.  During the later stages of ageing the problems of 

dementia increase rapidly. The future expansion of services for dementia sufferers and their carers 

will present special challenges to the health and social care system, particularly where a greater 

proportion of the population are able to remain living in their own homes for longer. 
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6.3. Increase in survival rates 

More people are living longer and surviving with chronic diseases and complex care needs.  This 

requires a different approach to longer term care and a new way of supporting people to manage 

illness.  The impact in Halton is likely to be greater than national as the borough currently 

experiences high levels of poor health.  Areas with previously poor health are characterised by an 

effect described as “adding years to life but not life to years‟, which points out the impact of people 

growing old with long-term limiting conditions.  Life is prolonged but without health improvement, 

resulting in an associated demand for all health and social care services. The level of disability free 

life expectancy at age 15, 50 and 65 is lower in Halton than the North West and England. 

6.4. Increase in numbers with long term conditions, including multiple 
conditions 
In England, more than 15 million people have a long term condition (LTC) - a health problem that 

can’t be cured but can be controlled by medication or other therapies. This figure is set to increase 

over the next 10 years, particularly those people with 3 or more conditions at once. One in three 

people are living with  at least one chronic condition, such as hypertension,   diabetes  or depression. 

By 2018 nearly three million people, mainly older people, will have three or more conditions all at 

once.  Data for Haltoniv shows that not only does the borough have higher prevalence of each of the 

main long term conditions but, based on current prevalence rates, the numbers are predicted to rise 

as the population ages.  The borough also has a higher proportion of its population with multiple 

long-term conditions  than the national average.  All of these factors will have an influence on the 

need for more people to take on unpaid carer roles.  Data earlier in this report also shows that 

unpaid carers in Halton themselves are more likley to have limiting life-long conditions. This makes it 

especially important to ensure the health and support needs of unpaid carers adequatey addressed. 

6.5. Patterns of care home admissions 
In line with national policy there has been substantial efforts made to support people to be able to 

reamin independent, living in their own homes.  The Halton Care Homes JSNA shows that despite an 

increase in the older population, i.e. those aged 65 and over, the rate of admissions to care homes 

has remained steady.  However, even with a constant prevalence rate the numbers entering care 

homes will increase as the number of older people in our population increases. 

6.6. Potential decrease in people undertaking caring roles 

While the number of people needing care is set to rise, social trends could, in the future, have an 

effect on the number of available carers.  The growth in the number of lone parents, falls in birth 

rates, higher divorce rates, the increase in the numbers of people living alone and greater family 

mobility may all have an impact on the numbers of people available to assume a caring role.  In 

addition, the growing number of women who are employed outside the home will have implications 

for the number of carers, since women have traditionally fulfilled the caring role. 

                                                           
iv. See Long Term Conditions JSNA chapters: Long term conditions, cardiovascular disease, diabetes, 
respiratory health and others at http://www4.halton.gov.uk/Pages/health/JSNA.aspx 

http://www4.halton.gov.uk/Pages/health/JSNA.aspx
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6.7. Welfare reforms and public sector funding reductions 

Welfare reforms and a significant reduction in public sector funding are increasingly creating 

significant challenges.  Welfare reforms are having a direct impact on carers through reductions in 

housing, welfare and benefits support to themselves and individuals with disabilities / caring needs 

exacerbating existing financial pressures.  In addition, an increasing demand for support services 

alongside a significant reduction in public sector funding means that services to support carers and 

those that they care for are likely to be reduced.  This is likely to mean increased reliance on unpaid 

carers to provide services that would previously have been provided by the formal care system, 

putting extra strain on carers.   
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7. Best practice interventions 

There are a number of national sources of evidence and guidance on the types of services, support 

and interventions that have a positive impact on carers.  Below is a brief summary of the evidence. 

 

The Carers Trust 

The Carers Trust provides extensive resources for the effective commissioning of services to support 

carers.  The Carers Hub (below) is an interactive model based on the outcomes of the National 

Carers Strategy for England and contains practical guidance and innovative examples of service 

design and delivery.  

The Royal College of General Practitioners (RCGP) Guidance 

The RCGP recommends that all carers routinely receive an assessment from their GP in relation to 

their health and wellbeing.  They provide a range of evidence based resources to help GPs and 

primary healthcare staff in their support of people with caring responsibilities. 

 

The RCGP, in collaboration with NHS England and NHS Improving Quality, also regularly facilitates 

Carers Evidence Summits, which identify best practice examples of what is working well for carers 

across the UK, with topics including: 

 

 Carers' break - health and wellbeing 

 Carer support 

 Dementia 

 Eating disorders and substance abuse 

 Education, information and signposting 

 End of Life Care 

 Identification and recognition 

 Mental health 

 Young carers 

 

Carers UK 

A systematic review of interventions directly targeted at carers was undertaken to support local 

commissioning of services.[47]  The review included those concerned with supporting carers to access 

services; those targeted at carers’ physical health; interventions focused upon emotional and social 

support; education and training for carers; employment-related interventions; and carer breaks. 
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The Royal College of Nursing (RCN) 

The RCN provides a wealth of guidance, information and support for carers, those working with 

carers and those commissioning services to support carers. Assessment tools, strategies and 

information documents are available.  

 

National Institute for Health and Social Care Excellence (NICE) Guidance 

NICE provides specific guidance identifying recommendations for carers including: 

 

 (CG185, 2014) NICE recommends that carers of people with bipolar disorder are offered an 

assessment, provided by mental health services, of their own needs and discuss with them 

their strengths and views. 

 

 (CG178, 2014) In their updated guidance on treating and managing psychosis and 

schizophrenia in adults, NICE recommends that carers' needs should be assessed to ensure 

they get the right level of support. 

 

 (CG42, 2012) In their guidance for supporting people with dementia and their carers, NICE 

recommends that wherever possible and appropriate, agencies should work in an integrated 

way to maximise the benefit for people with dementia as well as their carers. 

 

Department of Health Guidance: School Nurse Programme 

The Government provides evidence around what works locally in providing seamless support and 

local solutions to support the health and wellbeing of young carers.  

http://www.nice.org.uk/guidance/CG185
http://www.nice.org.uk/proxy/?sourceUrl=http%3a%2f%2fwww.nice.org.uk%2fguidance%2findex.jsp%3faction%3dbyID%26o%3d14382
https://www.nice.org.uk/guidance/cg42
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