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1.
RESEARCH FINDINGS: EXECUTIVE SUMMARY

1.1
Background
CDAT organisations are generally part of the NHS. As such, they have access to NHS funding, are staffed by in-house professionals encompassing a variety of disciplines, and have reasonably tight remits.
They provide structured, care planned, drug and alcohol treatment (rather than prevention), and their work tends to be more clinic focused than community based. CDATs deal with clients who can have difficult and complex drug and alcohol problems. In the more rural areas, outreach clinics are run in doctors’ surgeries. 

A CDAT would typically offer the following services:

· Assessment of clients’ needs and deciding on the level of support required
· Detoxification programmes geared to an individual client’s needs

· Structured and unstructured psychological interventions; this could include therapies such as lifestyle groups

· Needle exchange – for all clients, and as a drop-in service for other drug users who do not wish to access other services at that time

1.2
The risks that CDAT clients face

Clients of CDATs were subject to a wide range of risks including overdoses, blood borne viruses and other long term health issues. 

Fire was felt to be a considerable risk, with strong links to alcohol and substance misuse; and participants concurred that fire would pose a significant physical risk in the home.

1.3
Fire safety: risk factors

Alcohol in particular, combined with smoking, and falling asleep, were key components that increased the risk of fire.  Preparing drugs using an open flame was also cited as a problem. 

Several of those interviewed knew of fire related incidents amongst their clients. These included clients who had set fire to their beds, burned their flats down, set their kitchens on fire, and one client who, as a smoker, had died while on oxygen therapy.

1.4
Clients’ perceived attitude to fire risk

Participants on the whole felt that clients would not attach much importance to fire risk, because clients’ lives were often chaotic; and they were preoccupied with other issues. Clients could also adopt distorted attitudes to risk or not even possess the capacity to assess risk.

Responsibility was viewed as a shared ‘duty’ between those who cared for clients’ needs, landlords or housing associations, and the clients themselves.

1.5
Current fire safety activity

As far as CDATs were concerned, their agenda tended to slant towards risks other than fire, such as child protection, clients’ physical health and domestic violence. 

Few CDATs appeared to be formally promoting fire safety amongst clients. There was a feeling that risk assessments were important, however, and that fire safety could feature more prominently within them. 

The small number actively helping clients reduce the risk of fire safety had used the Fire and Rescue Service (FRS), but only two participants reported working with the FRS on a regular and ongoing basis.

1.6
Fire safety intervention and support that would be helpful

Prior to discussing potential intervention ideas from Firebrake Wales, participants gave their own suggestions for support that might be helpful for their clients, including:

· Practical fire safety leaflets and information packs

· Talks in the centres

· Identifying the most appropriate time for intervention, which could be when clients had just completed ‘detox’ or when clients had recently entered the CDAT service, i.e. when they were actively looking for support
· In-home fire assessments

· Hands-on advice in the home
CDATs tended to feel that they could deliver certain fire safety interventions as long as the intervention was straightforward, such as handing out leaflets. With more involved interventions, however, staff accountability for fire related incidents could be an issue. CDATs were also wary of moving too far from their core remit.
Time and funding were both further barriers to delivery if fire safety intervention moved beyond the basics of handing out leaflets.

Participants were presented with a range of potential fire safety interventions that a partner organisation such as Firebrake Wales could support. Participants generally preferred two options over others: 
· Option 2 – distributing literature to their clients

· Option 3 – referring clients to the FRS for a free Home Fire Safety Check

1.7
Views on partnership working

Amongst participants, there was significant liaison with other, more community based organisations on issues such as employment and housing. These interactions were essentially harmonious, except when there were pressures from waiting lists and waiting times.

Overall there were a number of areas highlighted where Firebrake Wales could help the CDATs interviewed. These included talks, leaflets, providing information generally, raising fire awareness and, for a few, staff training sessions.

There was virtually unanimous support for offering some form of fire safety support to clients; and participants would, in principle, be happy to work with Firebrake Wales and find out more on the subject.

Most thought that their clients would be happy for the CDATs to work with Firebrake Wales. 

All participants were happy to assist in helping Firebrake Wales to reach CDAT clients if a further stage to this project were undertaken. The point was made that, in order to access clients, Firebrake Wales may be required to consult ethics committees.

2.
INTRODUCTION: BACKGROUND, RESEARCH OBJECTIVES AND METHODOLOGY
2.1
Introduction

Firebrake Wales reported that a good deal of evidence exists indicating which groups of people are most at risk of suffering an accidental home fire, resulting in injury or death. These groups included people who are ‘hard to reach’, such as those who are vulnerable, marginalised, and / or resistant to adopting safer behaviours. 
One report into fire fatalities in the UK
 concluded that ‘overall, nearly 80 per cent of all fires involved victims who were impaired in some way, either through substance use, mental or physical impairment (whether or not related to age), or a combination of these factors’. The report goes on to state that ‘alongside the immediate causes of a fire (e.g. carelessly discarded cigarettes), alcohol, mobility and mental illness are the biggest single influences on whether a fire starts and/or whether it has fatal consequences’.
A fundamental component of Firebrake Wales’ overall strategy is to reach these people through working together with organisations which already work directly with higher risk groups.

By identifying which potential partners it should approach, and which are likely to want to partner, Firebrake Wales can ensure that its resources are appropriately used in, ultimately, helping to save lives.

Firebrake Wales has already conducted research amongst the Care and Repair Agencies in Wales, to inform a partnership established with Care and Repair Cymru. Building on the success of that project, Firebrake Wales now requires external research to further inform its fire prevention delivery partnerships strategy.

Local Mind Associations (LMAs) and Community Drug and Alcohol Teams (CDATs) in Wales were identified as potentially important partners in the battle against accidental fires in the home. Firebrake Wales therefore commissioned Beaufort Research to carry out research among these two audiences. This document reports on the findings from the study among CDATs.
2.2
Research objectives

Firebrake Wales set the following objectives for this study:

· Gather background information on the CDAT 
· Establish the variety, type, method and location of the services the CDAT offers to clients

· Explore the perceived needs of clients and the priority attached by the CDAT to these needs

· Elicit perceived key risks to clients

· Understand where fire safety sits in a ranking of key risks

· Understand how these risks may vary by type of client
· Explore participants’ perception of clients’ views on their own fire risk

· Understand who is thought to be responsible for fire safety among clients

· Understand what types of fire safety intervention are deemed appropriate 

· Establish CDATs’ current activities in relation to client fire safety
· Establish enablers and barriers to providing fire safety interventions to clients

· Obtain views on working in partnership with the Fire and Rescue Service (FRS); Firebrake Wales; other ‘brokering’ agencies
· Gauge levels of interest in finding out more about Firebrake Wales
2.3
Research methodology
Firebrake Wales provided Beaufort with contact details for 12 CDATs across Wales. Two names were provided for two of the CDATs (giving contact details for 14 people in total). Firebrake then sent out an introductory letter to each CDAT outlining the study, and alerting the contact that Beaufort might be in touch to see if they would be willing to participate.
10 interviews were conducted in total, with senior representatives of CDAT organisations. Interviewing took place during March and early April 2010. 

Taking into account the geographical spread of CDATs and the challenge in reaching some participants, the fieldwork consisted of a mix of face to face and telephone interviews: four interviews were conducted face to face and six were carried out by phone.

Interviews averaged around 45 minutes, and were conducted within the code of conduct of the Market Research Society in terms of guaranteeing participant anonymity. Interviews were recorded with participants’ consent.  Participants also gave consent for their contact details and basic organisational information to be passed on to Firebrake Wales.  

The qualitative research approach

Qualitative research is designed to explore subjects in depth with a relatively small and carefully targeted audience. As such its findings are indicative rather than based on the statistical robustness of a quantitative approach. Based on our experience, the sample size achieved for this research is sufficient in order to be able to draw valuable inferences. The robustness of these findings is further enhanced because a large proportion of the target audience participated in the research. Even so, these results cannot necessarily be applied to other types of organisation outside of this report, however similar they may appear to be.

3.
MEETING THE NEEDS OF CDAT CLIENTS: SERVICES PROVIDED
3.1
CDATs and their services
CDATs are generally part of the NHS. As such, they have access to NHS funding, are staffed by in-house professionals encompassing a variety of disciplines, and have reasonably tight remits.

They provide structured, care planned, drug and alcohol treatment (rather than prevention), and their work tends to be more clinic focused than community based. CDATs deal with clients who can have difficult and complex drug and alcohol problems. In the more rural areas, outreach clinics are run in doctors’ surgeries. 

If anyone requires medical or structured psychological treatment they would come our way; i.e. the worst drug and alcohol abusers. It is overwhelmingly about treatment rather than prevention. 
Participants explained how it was far more manageable to deal with the risks posed by more challenging clients in a clinic.

Much easier to manage the risk in the clinic environment rather than trying to manage it at a high level in their own house. 
However, some community work could be carried out through ‘home detox teams’ which varied in importance from place to place. 
Clinics work on an appointment system and attending appointments is considered part of the process of rehabilitation. Participants commented that clients needed to be motivated to turn up for appointments. This system could also provide a degree of structure to clients’ lives.

Part of our ethos is to work with motivated people and encourage them to be motivated, hence clinic based on appointment. Clients have to make the effort to get to the clinic. It helps provide a bit of order in their lives. 
A CDAT would typically offer the following services:
· Assessment of clients’ needs and deciding on the level of support required
· Detoxification programmes geared to an individual client’s needs

· Structured and unstructured psychological interventions; this could include therapies such as lifestyle groups

· Needle exchange – for all clients, and as a drop-in service for other drug users who do not wish to access other services at that time

4.  
THE RISKS THAT CDAT CLIENTS FACE

4.1
The key perceived risks
Clients of CDATs were subject to a wide range of risks including overdoses, blood borne viruses and other long term health issues. A significant number of drug users were reported as being hepatitis B or C positive.

Three or four people die locally of drug overdoses per year. 
25 per cent of our drug users are hepatitis B or C positive.
Additional key risks highlighted by participants included vulnerability to cold exposure especially if homeless, malnutrition and starvation, sepsis (collapsing veins) and anthrax.

Twelve drug users in Glasgow died from [anthrax]. 

A lot of users live rough or on sofas and live in terrible conditions. 
Issues linked to mental health were commonly raised including self harm, suicide, risk-taking (finding themselves in vulnerable situations), and self neglect. Some participants referred to more social related risks such as loneliness, family break-ups, poverty, and debt. Home hazards such as falling and, occasionally, fire were mentioned.

4.2
Fire safety as a risk
Where participants had not mentioned the potential risk to clients of fire, the researcher introduced the topic and asked the participant to consider it along side the risks already raised.

Regardless of whether it had been raised spontaneously or prompted by the researcher, fire was felt to be a considerable risk, with strong links to alcohol and substance misuse. 

In my view as a practitioner and someone who supervises other people, alcohol is a major contributor to fires and the risk of fires within the home.
Across [our region] there have been a number of incidents of substance misuse related to fires that we’ve been made aware of.
For someone living in the home, particularly our more chaotic clients, fire is a potential risk because a lot of people will be inebriated. 
Some, but not all, went on to place fire within the top half of the risks faced, especially when considering risks within the home.  Some maintained, however, that the types of issue described earlier (such as overdosing) posed the greater risks to their clients.
Fire would be a top three issue. 
[Fire is] definitely a top three risk in the home. 
Alcohol in particular, combined with smoking, and falling asleep, were key components that increased the risk of fire.  

There was a view that alcohol tended to pose more of a fire risk than drugs. Drug users accessing CDAT services were on substitute medication, which offered relative stability compared with those dealing with alcohol misuse. Intoxication through alcohol, combined with kitchen activities, or smoking in bed, raised the level or risk, according to participants.

A fire risk could arise through intoxication, usually alcohol, trying to cook or smoke in bed.  It tends to be more alcohol than drug users who are at risk from fire.  The drug users in touch with our service are on a substitute medication script, which provides stability rather than intoxication. 
In terms of exposure to fire risk, some believed that misusers of alcohol were more at risk during the early stages of their interaction with the team because of the lack of an alternative to alcohol with which to medicate at the initial stage. Furthermore, it took time to wean a person off alcohol.
Alcohol doesn’t have the facility to provide substitute medication. It takes several weeks before you can assist someone psychologically. If you stopped abruptly and you drank say a litre of spirits a day you could actually die. It has to be a soft, staged alcohol detox. It’s when they’re first in touch with our service and still drinking that they’re most at risk of fire. 

Some participants, however, thought that both alcohol and drugs were equally dangerous.
Because at the end of the day it reduces your awareness doesn’t it?

A slightly contrasting point was made in that some alcohol misusers do ‘prepare’ in advance of intoxication by purchasing microwaveable meals and avoiding use of the cooker, thus minimising the risk of in-home fire incidents. 
Even so, the adverse effects of drug and alcohol misuse combined with reported high levels of smoking among clients made the risk of fire even more acute, in participants’ minds.
The vast majority of our clients are smokers.
Clients could, for example, fall asleep under the influence of alcohol or drugs and leave kitchen apparatus unattended or drop a lit cigarette.
Smoking and falling asleep, chip pan, leaving a fire on. I was thinking about this and the greatest danger is someone being under the influence and doing something that leads to a fire. Falling asleep and leaving an appliance on or dropping a cigarette. 
People coming home and putting the chip pan on. Lo and behold there’s a fire after they’ve nodded off. 

Some participants also highlighted the potential fire risk to drug users who prepared substances over a naked flame.
Drugs like heroin need to be cooked. Where there’s a flame and you’re cooking something up in a home environment, and you’re not fully compos mentis. . . . You might be under the influence. 

4.3
Fire related incidents amongst clients

Several of those interviewed knew of fire related incidents amongst their clients, as the verbatim comments below demonstrate.  Incidents included people who had burned their flats down (setting fire to furniture with a discarded cigarette), set their kitchens on fire (because of an unattended chip pan), and one client who, as a smoker, had died while on oxygen therapy.

A flat of one of the clients burned down recently – a cigarette had been thrown down onto a sofa. 
The day you rang to book an appointment one of my clients had set his kitchen on fire. Gone to sleep and left the chip pan on.
There was a client who had respiratory problems who I believed died. They’d been discharged from ourselves but were still in contact with the substance misuse community. The respiratory problem necessitated oxygen therapy. But he was also a heavy smoker. That was in a multiple occupation premises as well. 
The example described in detail below illustrates how two different bodies worked together to try to minimise the fire risk to a particular client (misusing alcohol) who regularly set fire to areas of his house by falling asleep with a lit cigarette. It had reached the stage where a sprinkler system was to be fitted in the client’s bedroom.
I’m still working with a case where the fire services have been called three or four times within the last few weeks. I’ve worked with that area of the Fire Service that deals with high risks in the community. They have undertaken assessments. They’ve been very good in assessing risks and putting in measures to try and reduce hazards associated with this man. He’s house-bound, bedridden when he’s drinking, drinking neat spirits and smoking unsafely. Imagine a sodden bed with neat spirit and him smoking. There have been a number of small fires. All the bedding has been changed to make it fire retardant, ashtray, and next week they’re fitting a sprinkler system. So if he sets himself on fire this sprinkler system over the bed will spring into action and douse him. 
Where participants were unaware of any fire related incidents, they still believed that clients were likely to be at risk.

I’m surprised it doesn’t happen more often. Whether we just don’t tend to find out about it I’m not sure. 
4.4
Clients’ attitude to fire risk

Participants on the whole did not think that their clients attached much importance to the risk of fire, given how chaotic their lives could be and the consequences of dependency (for example maintaining a habit, struggling to maintain social ties).  They also explained that their clients could display distorted attitudes to risk or even lack the capacity to assess risk to themselves.

I suspect it isn’t on their agenda. When drugs and alcohol are a significant part of your life I think there are a lot of risks that you either don’t see or choose not to see. You’re either feeding the habit or keeping the habit a secret. It’s not at the forefront of their minds.
They lead chaotic lives, it would be very secondary to them. 

4.5
Responsibility for fire safety amongst clients
Responsibility was viewed by participants as a shared ‘duty’ between the clients themselves, those caring for clients’ needs, and landlords or housing associations. 
Clients were still believed to hold some responsibility because it was important to participants that clients were encouraged to be independent and empowered; and also because it was simply not practical for a third party to take on entire responsibility for fire safety.
At the end of the day it’s got to be them but I think they need help. Smoke alarms for example. Replacing batteries for example might not be the top of their list as they’re on low incomes. But it’s got to be them. You can’t have a social worker stood in the corner with a fire extinguisher 24 seven. 
CDATs therefore included themselves  - as part of the team with care responsibilities for clients – as being able to play a role in supporting clients in the area of fire safety. Landlords and housing associations were also considered to have a duty in relation to fire safety among clients.
Those that work with them day to day [are also responsible]. 
We have a duty of care, and we are obliged to assess people’s level of risk, their capacity to manage and control that risk. So I suppose at least partially it is us who are responsible for fire safety amongst clients. 
A lot of our clients live in rented accommodation, so a large part of the responsibility would be the landlord or housing association, in areas like electrical wiring and to make sure there are smoke alarms. But to a degree it’s the patient’s responsibility to make sure the smoke alarms are still operating. 
5.
CURRENT FIRE SAFETY ACTIVITY
5.1
CDATs and fire safety activity: the current picture

As far as CDATs were concerned, their agenda tended to be slanted towards risks other than fire, such as child protection, clients’ physical health and domestic violence. 

It definitely is a significant risk, but I guess we tend to look at child protection, physical health, the direct physical impact, social relationships and domestic violence. I think they’re probably our top priorities, but fire is definitely a risk. It’s in the top ten. 
As a result, CDATs in the main did not undertake a great deal to formally promote fire safety amongst their clients. There was a feeling that risk assessments were important, however, and that fire safety should feature more prominently within them. (Participating in the research appeared to prompt some to decide that they could be doing more on the subject). 
To be perfectly honest with you until I was approached about this interview I wouldn’t say it was something we ever risk assessed for. We discuss things with clients about their lifestyle, but I can’t say we ever care planned or risk assessed this. 

This [interview] process has certainly moved fire up my agenda and it’ll be something I’ll raise with our teams to see if we’ve got fire risk prominent enough in our risk assessment process. 
Not that prominent in our risk assessment. It’s something that we need to think about. What we really need is the support to raise fire risk up the agenda and to make sure that we actually understand some of the risks, and build it into the work that we do with clients.
One participant did produce a copy of the initial assessment form completed with new clients; and it did include a question on fire safety in the ‘client risk history’ section. The point was also made that CDATs would expect their staff to be able to identify and raise the issue of fire safety with clients when they deemed it appropriate, although this suggested a reactive rather than proactive stance, as the comment below illustrates.

We haven’t got on our assessment any specific question for ‘fire risk’ which is maybe something we could think about. If someone mentioned that they’d had a fire incident we’d say ‘are you still smoking in bed or still falling asleep with a cigarette? Is your sofa fire retardant?’. There’s nothing prescribed for workers to do but I’d like to think that a professional could make a connection.
The small minority actively helping clients reduce the risk of fire had used the FRS (for example installing the sprinkler system above the client’s bed as described earlier in the report), but only two participants reported working with the FRS on a regular and ongoing basis. 
Through Fire and Rescue. They have information about home fire safety checks. Potentially all clients should get one of these little leaflets. They blanket everyone coming in through the alcohol service doors. Not 100% across drugs side, but the vast majority will be given a little A5 size leaflet on initial contact. This has been put together by the local Fire and Rescue to inform them of the free checks. Also where there are high risk cases the Fire and Rescue will swap an old chip pan for a much safer deep fat fryer and offer fire retardant bedding. Clients either contact the Fire Service or the drugs and alcohol team can do it for them. It’s been running as a scheme [here] for quite a time and is open to everyone. 

We ran a poster campaign when the local Fire Brigade went round offering to test your smoke alarms, but it’s not an area we look into.
The Fire Brigade I know are happy to assess your home and insert fire alarms for free. That would be good for our clients because it’s free.
One CDAT in particular felt that they had a rigorous system to help clients reduce their risk of fire: part of the client assessment process involved handing clients a leaflet offering free home fire safety checks via the FRS. Clients could either send off the application themselves, or the CDAT could do it on their behalf. (The assessment form had a checklist asking the CDAT team member if this had been done.) To help keep fire safety top of the mind there is a twice yearly visit by FRS to give a talk to the staff.
Very occasionally, there were mentions of other organisations involved in promoting fire safety such as the ‘community alarm service’, and ‘community safety partnerships’.

There’s the community alarm service, where you can press a pendant, and there was an anti-arson initiative in [one part of the city] a couple of years ago. It tends to be through community safety partnerships, and the Fire Service is a partner agency. 
6.
FIRE INTERVENTION AND SUPPORT THAT WOULD BE HELPFUL
6.1
Suggested support and intervention (spontaneous)
Participants were asked what types of intervention and support they thought would be beneficial to their clients. They were then asked how this support could be delivered and what it would take for CDATs themselves to become involved in the fire safety support service delivery.

Building fire safety into the initial client assessment process was seen as a straightforward and feasible starting point for some. Further suggestions were made around delivering talks to clients in the centres, and home fire safety intervention where applicable, both of which could be underpinned by information packs and leaflets.

In terms of fire safety and the assessment process, the point was made that it would need to be reasonably basic and short given all the information that has to be covered during the initial assessment, and clients’ short attention spans.
You go through so much with the client as it is that you have to be careful that it isn’t death by information. The clients don’t have great concentration as it is. 

Focusing on the content of possible fire safety advice, CDATs tended to feel that it would be appropriate to concentrate on the basic areas, tailoring them to clients’ way of life, for example risks in the kitchen, risks associated with smoking and sleeping, and raising awareness of easily achievable actions which would reduce the risk of fire in the home. This might include checking fire alarms are functioning properly, escape routes, and establishing whether furniture was flame retardant. 

Very basic and practical things. It’s very much tying in their lifestyles to the risks of fire, for example issues around cooking, smoking and falling asleep.
Bringing common sense things to the forefront of their minds, for example checking fire alarms and if furniture is flame resistant, how would they exit home if there was a fire. 
Any such information would, according to participants, need to be short and impactful, which would serve two purposes. Clients would be more likely to read it, and CDATs would be able to talk through it without the process becoming too time-consuming. This would also benefit clients with low levels of literacy.
A nice, simple, brief leaflet rather than a pack would probably be better. They’re not going to wade through a pack. It would be too overwhelming. Bullet points. We could go through that with the patients, I don’t think that would be a problem. 
A lot of our patients have problems with literacy. 
Leaflets and information packs could be made more widely available than simply to current clients. Leaflets, for example, could be provided in needle exchange packs thus accessing a significantly larger section of this community of interest to Firebrake Wales, not currently registered with any programmes. The provision of information could encompass any point at which alcohol and drug users interact with authorities (e.g. hospitals).

To get to large numbers [of alcohol and drug users] it would be very easily done via the needle exchange. Put the fliers in with the needles and injecting equipment. 

It would be useful to have information packs wherever people with drug and alcohol problems go, for example hospitals. It needs to be in lots of organisations for it to work effectively otherwise it takes ages to build momentum. 
Identifying the most appropriate time for intervention was deemed important on occasion: this could be at the point where clients had just completed a detoxification programme or when clients had recently entered the CDAT service as part of a therapeutic programme, i.e. when they are in the mindset of looking for support. 
The provision of talks in the CDAT centres was sometimes suggested as a way forward. The principle was deemed positive but some cautioned that there might be issues around privacy / confidentiality. Clients would have attended in order to meet with their case workers and might not take kindly to a representative from, for example, the FRS turning up to give them a talk on fire safety. 
One participant thought that the involvement of ex-clients in the process, to help facilitate the sessions, might overcome certain issues. This approach would also help with the aim of empowering ex-clients and building self esteem.

One of the things that was discussed but not pursued was a fire officer actually coming to one of our drop-ins, were we have two-hour sessions, but there could be issues around confidentiality.  They’ve come to see their case worker and to be approached by someone might be difficult. We’ve not given up, though; we’ve got some ex-clients who could come to the drop-ins and approach these people. 
Another participant pointed out that confidentiality need not necessarily be an issue when involving third parties, as a confidentiality document would have been discussed with clients when they first entered the service. 

We can get over confidentiality issues because we already information share, and have control over the information that we do and don’t share. Also we go through a confidentiality document when they first enter the service so there would be no problem in getting that sorted really. 
Doubts were also expressed on whether clients would bother to attend a group session, partly because of their general unreliability but also because some were more used to one to one meetings than groups.

Clients are seen individually rather than groups. We could put poster up advertising a meeting but the unknown would be the attendance. They’ve got all the time in the world, but they engage very poorly and I don’t know if they’d turn up. 
Some participants, however, described how some clients were used to meeting in groups and that a group session would provide a good opportunity to cover fire safety.

Presentations could be done in a client group setting. It would be ideal to link it in with other things that we do like the structured day programme. 
Another suggestion put forward was in-home fire assessments although the timing of delivering this type of intervention would be important. The client would have to be ‘stable’ to make the intervention worthwhile, and the support as holistic as possible. This might cover a check of the house but also advice provision.
A wrap-around service provided through whoever. When we deem our clients stable then they go in and do a fire assessment. A structured fire programme. Not just a fire safety check, but go beyond that, for example the dangers of buying cheap [electrical, furniture] gear. 
Developing this idea further, the idea was raised of a more ‘hands-on’ intervention with in-home visits whereby fire risks within the home could be dealt with or fixed by the person conducting the check.

Advice [but also] someone in overalls going round saying ‘you need to move that, you need to tweak this’. There’d be some clients who’d be really switched on to that from the word go. 
6.2
Delivering fire safety support (spontaneous)
CDATs tended to feel that they could deliver certain fire safety interventions as long as the intervention was straightforward, such as handing out leaflets or giving clients support in contacting the sources of help such as the FRS for smoke alarms. They did not envisage involving CDAT staff in the more hands-on suggestions made in 6.1.
I think if we had information packs that we could give to clients. ‘This is available, this is what you can get’. Fairly low level involvement. 
If the information was in the clinic [on] where they can get smoke alarms from. It would be useful if they had help phoning up the Fire Brigade because people often don’t like making appointments. To facilitate the whole thing. 
6.3
CDAT staff training on fire safety support
In order to aid awareness of fire safety intervention, CDAT staff training was seen as a positive step but might depend on staff’s level of interest in the subject. CDAT teams could, for example, add a session onto team meetings to help ensure a sizeable attendance.

Staff awareness of fire hazards would be a good thing. We’ve got a training unit they put on all sorts of training. Maybe a half-day course or the Fire Service coming out. People are aware of their working environment with regards to fire, but I’m not sure they’re thinking about their clients. The problem is only those people who were interested would go [to a training session] whereas if I said ‘you’ve got to stay for an extra half hour after our team meeting and listen to what these community fire officers have to say’ [more staff would be involved].
6.4
Barriers to CDATs delivering fire safety support
The obstacles to CDAT staff delivering anything other than basic level fire safety support were significant. Employee liability was a key issue for some, should staff find themselves in a situation whereby they had provided advice to a client who was subsequently involved in a fire incident.

Our staff aren’t trained to give out fire safety things. It’s an accountability issue.
The interference with core work that more involved fire safety interventions might present was another key barrier; and CDATs might encounter a degree of resistance to anything beyond their immediate remit. Caution was also voiced over ensuring that CDATs’ involvement in clients’ fire safety was not seen to be entirely their responsibility. 

Staff couldn’t get too involved; someone else would need to deliver. We can’t move away form our core business. We could do phone calls and pass out information, but not get involved beyond that. 

It is an area that we overlook and I’m not saying it isn’t an area we can’t give more time to, but I’m not sure the whole thing should fall to us either.
A further potential issue raised by a minority was that significant CDAT involvement in fire safety (other than signposting) could give clients the wrong impression of the kinds of service offered by CDATs. Staff could find themselves spending less time on core and vital services as a result.
We have to give the clients very clear guidelines as to what we do because it would be very easy for the clients to come down here and say I’ve got a problem with my water rates, I’ve got a problem with my cat etc. You can find yourself in substance misuse work dealing with all sorts of things, and an hour’s gone and you’ve not dealt with any substance misuse. We can signpost.
Time and funding were both further barriers to delivery if fire safety intervention moved beyond the basics of handing out leaflets
In an ideal world it would be good if it was something we did because we’ve got a captive audience, but there is so much we have to do in the time allotted already. You can only stretch an elastic band so far. 

These obstacles raised, however, did not detract from the fact that fire safety was deemed an important area to tackle for clients, and that some involvement was certainly possible.

No barriers really.  Usually the team are very good. When I got this information through I thought oh crikey, not more research; then when I read it I thought, no, this is a really key area that perhaps we don’t do enough about, and I think our clinical staff will feel exactly the same about that. If they felt it was in the best interest of clients they would be quite keen to do something about it. 
No barriers because the Fire and Rescue Service do it. It might be more of a barrier if we had to do it. As it stands there’s minimum intervention on our part. We just hand out the leaflets and ring up [on behalf of] a few people.
7.
PROMPTED IDEAS FOR FIRE SAFETY INTERVENTION

7.1
Fire safety intervention ideas tested
Towards the end of the discussion, participants were asked for their reactions to five possible levels of involvement with a provider of fire safety support, given below:


1. What do you think about another organisation providing fire safety literature directly to your clients?

2. What do you think about your CDAT distributing fire safety literature to clients e.g. fire safety guidance, or information for them on requesting a Home Fire Safety Check?

3. What do you think about the idea of your CDAT being able to refer clients to the Fire and Rescue Service for a free Home Fire Safety Check?
4. What do you think about your CDAT being provided with training and a ‘toolkit’ to be able to support fire risk assessment among clients and discussions with clients on the subject?

5. What do you think about the idea of your CDAT being trained to carry out Home Fire Safety Checks for your clients yourselves?

The most favoured options were 2 and 3.

7.2
Reactions to the fire safety intervention ideas tested

Option 1: What do you think about another organisation providing fire safety literature directly to your clients?
Participants identified several problems with this option, in particular client confidentiality. In addition, physically reaching clients (if it involved a mail-out) would be a real challenge because some clients would not open their post; and some moved address regularly or ‘sofa surfed’. Furthermore, some participants did not think a leaflet on its own would necessarily convey the messages effectively to certain clients, and that it would need a third party to help the advice to sink in.

I guess the only problem with that is one of confidentiality in the substance misuse community. There’s also a lack of back-up, of not having someone to reinforce the message. 
The only problem sending it directly to clients is actually getting the message across. If you send some of our clients literature they won’t open their post. If we could hand it to them it would be a lot better. And some people change addresses or sofa surf. 
Might be difficult to arrange because we’d have to give out the addresses. We might struggle with the confidentiality thing. Also some people don’t have addresses or they have multiple addresses. 
One participant suggested that an opt-in question could be asked at the assessment stage of the relationship.
Due to confidentiality issues we wouldn’t want to give out people’s addresses or names without their permission. There’d have to be a question at the point of assessment. ‘Would you be willing for Firebrake Wales to send you information?’. Some would say ‘OK’, others wouldn’t want their name on a database. 
Option 2: What do you think about your CDAT distributing fire safety literature to clients e.g. fire safety guidance, or information for them on requesting a Home Fire Safety Check?

CDATs tended to prefer this approach and saw it as easily achievable (provided it was not too onerous), where literature could be made available in assessment packs and in needle exchange packs. 

A really good idea: I can’t see any difficulty with that at all. There are numerous points where that can be done effectively. You can incorporate it into the literature we pass on. Literature could go into needle exchange packs. The clients that pick up the packs are anonymous. 
The pack at the point of assessment could have a fire safety leaflet in it. 
If it was simple and not time-consuming I think that could be one of the best options. 
Option 3: What do you think about the idea of your CDAT being able to refer clients to the Fire and Rescue Service for a free Home Fire Safety Check?
The idea of FRS referrals was also considered to be a positive and feasible approach because, as with option 2, CDATs were already used to organising client referrals. The proviso made was that there would have to be client consent. A minority mentioned the issue of the FRS entering what may be a risky situation with drug users: there might be an unstable group of people in the house as drug users tended to socialise at home rather than elsewhere.

Yes good, this is what we do. We refer on to specialist agencies. 

Very welcome. We could put something in our risk assessment structure to trigger that thought. There would need to be client permission but should be easily obtained. 
Good, as long as the client consented. There could be a risk. The Fire Brigade don’t necessarily want to turn up to a house where’s there’s a big group of blokes. Due to the nature of drug use they don’t go to pubs to socialise, they tend to have people round. 
Option 4: What do you think about your CDAT being provided with training and a ‘toolkit’ to be able to support fire risk assessment among clients and discussions with clients on the subject?

As might be expected from the discussion at 6.4 above, there were reservations about this option among CDATs. Clinicians might not view it as a core activity, and there could be issues fitting the intervention into an already busy schedule. The barrier of liability was also voiced at this point. 
Might be some resistance. Most clinicians wouldn’t see specific fire assessment as being the primary thing that they do. As an example, no-one would disagree that child protection is a really salient risk that everyone needs to understand and have the training. There was some resistance to that, so there’ll be more resistance to fire risk I would think. 
Also what would the clinicians’ liability be? What if a client burns his place down next weekend? 
It depends what it would involve in terms of time. We’d have to think about the practicalities. 
My concern would be for my staff. I’d be going back to the elastic band analogy. We’re having to shorten appointment times to fit in clients as it is, so time really is of the essence. 
Option 5: What do you think about the idea of your CDAT being trained to carry out Home Fire Safety Checks for your clients yourselves?

As with option 4, there was resistance to this intervention from CDATs. Participants explained that their teams tended not to enter clients’ homes (with the exception of ‘home detox teams’) and, once more, this type of activity would keep staff from their core business. There was also concern over the issue of liability.
No, got to stick to core business, despite the funding offer. Wouldn’t want to work outside the core business. We need to use our time to see clients. 
Depends what it would involve – most of the people here don’t go into people’s homes. It might seem odd if someone goes in saying I’m not just a counsellor I’m an assessor of fire risk. I’m not sure we could sanction that or if it would be useful in terms of our primary function . . . The counsellors could refer to the leaflets in the pack and signpost. That’s probably more realistic. 
When the researcher suggested the possibility of funding for this intervention, participants tended not to think it would have much impact on the barriers already cited.

Funding? I’m not sure it would make any difference because there’s still the issue of liability. 

Time would be an issue and we don’t do enough home visits really anyway. . . . Even with funding, home visits sometimes require two nurses, and we’d have to make sure we had adequate cover in clinic as well. I don’t think this is viable. We only do home visits as a means of trying to keep the client engaged. 
8.
VIEWS ON PARTNERSHIP WORKING

8.1
Working with partners including Firebrake Wales
Amongst participants, there was significant liaison with other, more community based, organisations on issues such as employment and housing. These interactions were essentially harmonious, except when there were pressures from waiting lists and waiting times.
We do very well working with other organisations. When you’re in such a rural area you have to. For example we go up to the homeless hostel and work from there. And other agencies who deal with housing and benefits deal with our clients here. 
Excellent. They’re invaluable. You can’t be all things to all men, you need different expertise. 
Local authority, mental health services, non statutory services. Relationships wax and wane. We’ve all got waiting lists and waiting times; we’re all quite defensive about that. 
There was virtually unanimous support for offering some form of fire safety support to CDAT clients, and participants would be happy, in principle, to talk with Firebrake Wales and find out more about how they could be supported. Only one CDAT felt that they had a procedure in place so robust that they were unsure what more Firebrake Wales could offer. 
A small number stated that they would first like to know more about Firebrake Wales as an organisation, for example so as not to be seen to be favouring one organisation over another.

Very interested [in finding out more from Firebrake Wales]. I see [fire safety] as one of the priorities. An important area.
In principle yes. . . . We’ve got a good relationship with the Fire and Rescue Service, but if Firebrake Wales can add to that, then I’m more than happy to look at what’s on offer.

I’d need to know more about the organisation, its directors, and what proportion of fees go directly into charitable activity. I’m also concerned about favouring one organisation over another. As the NHS you should be able to work with all parties.

8.2
How Firebrake Wales could help the CDATs 
Overall there were a number of areas highlighted where Firebrake Wales could help the CDATs interviewed. These included talks, leaflets, providing information generally, raising fire awareness, and, for a few, staff training sessions.

If we’re talking about support, some resourcing, providing advice and perhaps getting a few things done, that’s a fabulous development as far as we’re concerned.
We could talk to [Firebrake Wales] regarding their strategy and where we might fit in, if they’ve got any specific ideas. 

On a Monday morning we often have external speakers in to train and raise awareness with our staff. Firebrake could come in. It would bring fire safety to the front of our minds. If patients do have issues they could contact Firebrake. 
8.3
Perceived clients’ views of CDATs working with Firebrake Wales
Most thought that their clients would be happy for the CDATs to work with Firebrake Wales. Whilst clients might not consider fire safety advice in their day to day lives, if it were offered, participants believed that many would welcome it. It would, they felt, be of particular interest where there were children in the home.

Most would be really interested. People don’t want themselves or their family to die. 

I think a lot of people who are leading very chaotic, risky lives in the back of their heads, think this can’t go on, I need some help. It’s not uppermost in their minds but given an opportunity they would go for it, particularly if they’ve got children in their environment. 
Clients would welcome anything that would help them. 
Some wouldn’t, but I think a large number would be quite positive about it, and some clients would be very engaged and open about something like this. 
8.4
Obtaining the views of clients: potential second research stage
Subject to knowing more about the organisation, all participants were happy to assist in helping Firebrake Wales to reach CDAT clients if a further stage to this project were undertaken. The point was made that, in order to access clients, Firebrake Wales may be required to consult ethics committees. Service group user meetings were mentioned as possible contact points.

Sometimes as an NHS body we can get a bit hamstrung with our R&D department who can be a bit funny about some of these things. But there are ways of doing it. We’re better at judging what needs to go through the R&D department. The key is that clients are consenting. 
We have a monthly service user group meeting. That’s the best way to contact them.
Via two service user groups: these groups are designed to give users a say in the planning process. 
Most of those interviewed at this stage of the research stated that they were appropriate, initial contact points for any second research stage (see appendix). All participants would be happy for the basic background information on the CDATs to be shared with Firebrake Wales; and would appreciate a summary of the report.

9.
Conclusions and recommendations

· This exploratory research reveals that CDATs generally see fire in the home as a potentially significant risk to clients, when combining any components of clients’ overall conditions (alcohol and drug misuse, mental health issues, chaotic lives and smoking). 

· Even so, the research indicates that there are areas of more significant risk to clients with which CDATs are concerned (for example, overdoses, blood borne viruses and other long term health issues).

· With one or two exceptions, there was little to suggest that CDATs were formally promoting fire safety amongst their clients. There was recognition, however, that risk assessments were important, and that fire safety could feature more prominently within them.

· The responsibility for fire safety provision was viewed as a shared duty between those caring for the clients’ needs, landlords and housing associations, and the clients themselves. The feedback received, that some clients were not in a position to take responsibility for their own fire safety strategy, reinforces the apparent need for support in this area.

· CDATs would, in principle, be happy to work with Firebrake Wales but would need to know more about the organisation first, before proceeding.
· Given the structured approach to core business and staff roles, it would seem that the extent to which CDATs could deliver more involved fire safety interventions is limited. 

· The preferred means of delivering fire safety interventions were CDATs distributing literature to their clients, or referring clients to the FRS for a free home fire safety check. These methodologies appeared to sit neatly within their current ways of working. 

· Some felt that other avenues of reaching (potential) clients could be explored, such as via needle exchanges. Firebrake Wales may wish to consider looking in more detail with CDATs at all the touchpoints (potential) clients may have with various organisations (for example hospitals, GP surgeries where outreach clinics are held), and establishing whether there are additional ways to reach those at risk of fire in the home.
· Any communication with CDATs is likely to benefit from initially positioning the CDAT’s role as one of signposting clients to support with fire safety, and helping Firebrake Wales to reach more of this vulnerable community. 

· Care would be needed to ensure CDATs were not given the impression that they would be overburdened with extra tasks outside their core remit and busy schedules.
APPENDICES
APPENDIX I – Firebrake Wales introductory letter sent to potential research participants (Bilingual)
Annwyl… 

Ymchwil Atal Tân Cymru i ddiogelwch tân

Rwy’n ysgrifennu atoch i weld a fyddech yn barod i gymryd rhan mewn ymchwil y byddwn yn ei gynnal cyn bo hir ymhlith sefydliadau sy’n gweithio er mwyn a/neu gydag unigolion a allai fod mewn mwy o berygl o gael tân yn y cartref.
Atal Tân Cymru yw’r elusen diogelwch tân yng Nghymru, a’n cenhadaeth yw gostwng nifer y marwolaethau a’r anafiadau oherwydd tân.  Rydym yn sefydliad sy’n cael ei arwain gan dystiolaeth, ac rydym yn cynnal ac yn defnyddio ymchwil ar gyfer targedu a chyrraedd y rhai sydd fwyaf mewn perygl o dân – a hynny’n bennaf trwy weithio gyda sefydliadau sy’n rhannu’r un diddordeb mewn gwneud cymunedau’n fwy diogel.

Casgliad astudiaeth o 535 o Adroddiadau Ymchwilio i Danau Angheuol yn y Deyrnas Unedig (2006) oedd “ynghyd â’r achosion uniongyrchol i dân (e.e. bod yn ddiofal wrth gael gwared ar sigaréts) alcohol, symudedd a salwch meddwl yw’r dylanwadau unigol mwyaf ar p’un ai y bydd tân yn cychwyn a/neu p’un ai y mae iddo ganlyniadau angheuol.”  Rydym yn awyddus i ddeall mwy am y ffactorau risg hyn sydd wedi eu hadnabod, a hefyd i ystyried y potensial i feithrin perthynas gyda sefydliadau partner perthnasol ar gyfer cynllunio, gweithredu a chefnogi gweithgarwch ac ymyriadau effeithiol ym maes diogelwch tân. 
Rydym wedi comisiynu cwmni ymchwil annibynnol, sef Beaufort, i gynnal cyfweliadau gyda chynrychiolwyr o Tîmau Cymunedol Cyffuriau ac Alcohol yng Nghymru.  Mae Beaufort yn gweithredu’n llwyr o fewn Cod Ymddygiad y Gymdeithas Ymchwil Marchnad, sy’n sicrhau cyfrinachedd y rhai sy’n cymryd rhan mewn ymchwil. 

Fe allech fod yn derbyn galwad ffôn gan Beaufort rywbryd yn yr ychydig wythnosau nesaf er mwyn pennu a oes gennych ddiddordeb mewn cymryd rhan, ac i drefnu dyddiad ac amser i gynnal cyfweliad.  Bydd rhai cyfweliadau’n digwydd wyneb yn wyneb, a rhai eraill dros y ffôn. 

Bydd y cyfweliadau’n cael ei recordio, fel sy’n arferol mewn ymchwil, a hynny at ddiben dadansoddi.  Gallwch fod yn sicr na fydd Beaufort yn trosglwyddo’r recordiadau i neb arall, ac na fyddent, wrth adrodd, yn cynnwys unrhyw wybodaeth a allai ddatgelu pwy yw’r sawl a gymerodd ran, oni bai ei fod ef neu hi’n caniatáu hynny.

Bydd y cyfweliadau un-i-un yn cael eu trefnu yn ystod yr ychydig fisoedd nesaf ar adeg sy’n gyfleus i’r sawl sy’n cymryd rhan.  Peth cwbl wirfoddol yw cymryd rhan, a bydd pob cyfweliad yn para rhyw 45 munud.  Bydd y cyfweliadau’n cael eu cynnal gan ymchwilydd o Beaufort, a sgwrs anffurfiol fydd hi.  Bydd pob trafodaeth yn gyfrinachol, ac ni roddir unrhyw enw wrth unrhyw sylw. 

Rydym yn gobeithio’n fawr y byddwch yn barod i gymryd rhan yn yr ymchwil hwn, gan ei fod yn bwysig iawn ar gyfer cael gwell dealltwriaeth o’r mater dan sylw a phenderfynu ar y camau nesaf ar gyfer mynd i’r afael ag o.  Wedi’r ymchwil hwn, mae Atal Tân yn bwriadu cymryd camau dilynol gydag ymarferwyr a darparwyr gwasanaethau, gan gynnal ymchwil atodol yn arbennig ymysg unigolion sydd â phrofiad uniongyrchol o drallod meddwl.

Os hoffech drafod yr astudiaeth ymhellach, cysylltwch â mi ar 01633 654000, neu anfonwch e-bost at richard@firebrake.org
Diolch ichi o flaen llaw am roi o’ch amser prin i gynorthwyo gyda’r ymchwil hwn.

Pob dymuniad da,

Richard Hall

Cydlynydd Polisi ac Ymchwil

Atal Tân Cymru
Dear

Firebrake Wales Fire Safety Research 

I am writing to seek your participation in research that we will soon be conducting, amongst organisations who work for and/or with individuals who may be at higher risk of experiencing a domestic fire.  

Firebrake Wales is the Welsh fire safety charity and our mission is to reduce the incidence of deaths and injuries in fires. We are an evidence led organisation, conducting and using research to target and reach those most at risk of fire – primarily through working with organisations that share an interest in making communities safer.

A study of 535 fatal Fire Investigation Reports in the UK (2006) concluded that “alongside the immediate causes of a fire (e.g. carelessly discarded cigarettes) alcohol, mobility and mental illness are the biggest single influences on whether a fire starts and/or whether it has fatal consequences”. We are keen to understand more about these identified risk factors, and also the potential to engage with relevant partner organisations in designing, implementing and supporting effective fire safety activity and interventions. 
We have commissioned an independent research contractor, Beaufort Research, to carry out interviews with representatives of the Community Drug and Alcohol Teams in Wales.  Beaufort Research operates strictly within the Market Research Society Code of Conduct which guarantees confidentiality of those taking part in research. 

You may receive a telephone call from Beaufort Research over the next few weeks to determine whether you would be interested in taking part, and to set up an interview time and date. Some interviews will be face to face and some will be by telephone. 

The interview would be audio-recorded, as is standard practice in research, for analysis purposes. Please be assured that Beaufort would not pass on the recordings to any other parties, and that they would not include in their reporting any information which might reveal a participant’s identity, without the participant’s permission.

The one-to-one interviews will be convened over the next few months at a time that is convenient to the participant. Taking part is entirely voluntary, and each interview will last approximately 45 minutes. The interviews will be conducted by a researcher from Beaufort and be an informal conversation. All discussions will be completely confidential and any individual comments will be anonymised. 

We very much hope you will be willing to participate in this research, which is very important in gaining a better understanding of this issue and in informing the next steps in addressing it. Firebrake Wales intends to follow-up this initial research among practitioners and service providers, with supplementary research specifically amongst individuals with a direct experience of mental distress.
If you would like to discuss the study further please contact me on 01633 654000 or email richard@firebrake.org
Thank you in advance for contributing your valuable time in helping out with this research.

Best wishes,
Richard Hall

Policy and Research Coordinator

Firebrake Wales
Appendix II - Interview discussion guide

A.
INTRODUCTIONS (5 MINS)

1.
Introduce self, Beaufort Research. Explain MRS Code of Conduct, confidentiality, purpose of digital recorder.

2.
Summarise purpose of the research: to help Firebrake Wales understand how it can work with or support other organisations to reach those most at risk of preventable fires in the home. 

3.
Participant details:

· Name, background – how came to be working with branch / team

· Position in branch / team

· Main responsibilities

· Length of time with branch / team

4.
The organisation:
· Number of staff at branch / team – full time / part-time ratio

· Approximate numbers of clients served

· Types of client – approximate breakdown

· Status of branch / team e.g. voluntary, statutory

We are after your own opinion here and understand that these are your personal views, which may not necessarily represent the views of your branch/team. There’s no right or wrong answer.

Also, the views that you give will not be identified as having been provided by you. The research results will be aggregated.

B.
CLIENTS, SERVICES AND FIRE SAFETY (20 MINS)

1.
Tell me more about the range of clients who use your services? Probe as appropriate:

· Can you tell me a bit more about these different groups and the different needs of these people?

(N.B. Avoid lengthy/clinical definitions of types of mental illness etc…) 

2.
What kind of services do you provide for clients? For each service mentioned ask:
(N.B. If participant lists more than 3 types of service that they provide, probe on ‘main’/top 3 services, as judged to be the most important, or else representing the majority of the branch/team’s time)

· Which types of client is this service aimed at?

· What does the service delivery involve exactly?

· Who specifically provides the service?

· Are any other organisations involved in delivering this service? Probe which; cover in more depth later in section E
· Where do you provide this service? (I.e. in-home, via a drop-in centre, through supported housing etc.)

Face to face interview: use blank cards to note down each risk; phone interview: write down each risk

3.
To sum up, what would you say are the risks your clients face in relation to their mental illness / drug and alcohol use? Probe:

· What about longer term risks? 

· And what about day to day risks? 

· As appropriate: why does this risk exist? 

4.
If fire safety mentioned spontaneously, probe fully for what the risks are in terms of in-home fires: 

· In what situations does a fire risk arise?  Probe for examples

· How do these fire risks vary by client group? Probe for examples

5.
Thinking about this list / these cards, how would you order them in terms of level of risk to the client, in your mind? 

· Probe reasons for order suggested

6.
If fire safety mentioned spontaneously in list / on cards: Tell me why you’ve placed fire safety where you have, in relation to risks to clients? 

· How, if at all, does the level of fire safety risk change depending on the client? Probe for examples
· Have you ever spotted potential fire risks among clients? Probe
· Are you aware of fire related incidents among clients? Probe
Go to Q9

Q7 and Q8 – only for those who do not mention fire safety spontaneously

7.
If fire safety has not been mentioned: to what extent do you feel your clients face a risk in relation to preventable fires? Probe:

· What are the risks? In what situations do they arise? Probe for examples

· How, if at all, does the level of fire safety risk change depending on the type of client? Probe for examples
8.
If I add in a card with fire safety on it / (phone) Thinking about the order of risks you came up with earlier, where would this fit in your order of level of risk to the client? Probe

· Tell me why you’ve placed fire safety where you have, in relation to risks to clients?

Ask all

9.
Overall, which of your clients do you think are most at risk from a fire in their home? Probe: 

· Why are they most at risk? 

10.
If you try to put yourself in your clients’ shoes for a moment, how much importance do you think they attach to fire risk? 

· What do you put this down to?

D.
DEALING WITH FIRE SAFETY (15 MINS)

1.
Do you currently help clients to reduce their risk of fire in the home? Probe for any interventions/support:

· What format does the intervention/support take?

· How does this vary by setting? (In-home, supported housing etc.)

· Whose idea was it, i.e. how did this intervention/support come about?

· Who initiated it?

· Who delivers the intervention?

· How helpful do you think the intervention is?

2.
Are you aware of any other organisations providing fire safety support for your clients? Probe as at Q1

Ask Q3 and Q4 if no interventions in place; others ask Q5
3.
Who do you think should be responsible for fire safety among your clients? Probe why

4.
Who else do you think could help your clients with their fire safety needs?

Ask all

5.
What kinds of (other) fire safety intervention/support do you think would be helpful for clients? Probe:

· How they would work

· Who would deliver them

· How they would vary by setting (in-home, supported housing etc.)

· How they would vary by type of client

· Why these would help

6.
To what extent do you feel that your branch / team (at a local level) could be involved in helping reduce the fire risk among clients? Probe to establish level of involvement:

· How could such interventions work?
· Ideally, what kind of role do you think your branch / team could play?
· What support would you need to be able to provide the kind of interventions you’ve described?
· Realistically, how feasible would it be for your branch / team to be involved in this way?
7.
What do you think are the key barriers to a branch / team like yours being involved in fire safety interventions? 
8.
What would it take to remove these barriers?

9.
How likely is it that any of the following may prove to be barriers to your branch’s / team’s involvement in fire safety interventions? Prompt if not already covered:

· Time?
· Capacity / resource / funding?
· Priorities?
· Expertise?
· Negative experiences working with other organisations?
10.
How could any of these additional barriers be removed? After spontaneous comments prompt:

· Who would be responsible for removing these barriers?
· Funding / payment – how could it work?
· Involvement with other organisations? Which?
· Changing job role / function?
· Changing working practices?
E.
WORKING WITH OTHER ORGANISATIONS (10 MINS)

Note: if not already covered, probe for experiences of working with other services to deliver fire safety interventions to clients (e.g. FRS)

1.
What do you think about another organisation providing fire safety literature directly to your clients?

· Benefits of this idea?

· Any worries about this idea?

· How likely is it, do you think, that this idea would be adopted in your branch / team?

2.
What do you think about your branch/team distributing fire safety literature to clients, e.g. fire safety guidance or information for them on requesting a Home Fire Safety Check? 

· Benefits of this idea?

· Any worries about this idea?

· How likely is it, do you think, that this idea would be adopted in your branch / team?

3.
What do you think about the idea of your branch / team being able to refer clients to the Fire & Rescue Service (FRS) for a free Home Fire Safety Check (HFSC)?

· Benefits of this idea?

· Any worries about this idea?

· How likely is it, do you think, that this idea would be adopted in your branch / team?

4.
What do you think about your branch / team being provided with training and a ‘toolkit’ to be able to support fire risk assessment among clients and discussions with clients on the subject?

· Benefits of this idea?

· Any worries about this idea?

· How likely is it, do you think, that this idea would be adopted in your branch / team?

5.
What do you think about the idea of your branch / team being trained to carry out Home Fire Safety Checks for your clients yourselves? 

· Benefits of this idea?

· Any worries about this idea?

· How likely is it, do you think, that this idea would be adopted in your branch / team?

· What about if your branch/team received payment to do this?

6.
More generally, what is your view of working with other organisations for the benefit of your clients? Probe benefits, drawbacks

7.
Focusing back on fire safety, and taking into account everything we’ve discussed, how interested are you in offering some form of fire safety support to your clients? Probe

8.
What do you think about the idea of working with Firebrake Wales, the fire safety charity, to provide fire safety support for your clients? Probe

9.
Taking into account everything we’ve discussed, what do you think Firebrake Wales could do for your branch / team, in relation to fire safety support and interventions for your clients?

10.
How do you think your clients would feel about this? Probe

· How might they react to the kinds of intervention we’ve discussed? Probe – for example, might they see it as ‘interfering’? 
Ask all

11.
Is there anything else you would like to add on this subject before we finish?

12.
Firebrake Wales is keen to explore this subject from the point of view your clients and may be commissioning a second stage to this project in the near future. 

If they did commission the work, would you consider helping us reach your clients, to find out their views on the subject of fire safety? Record details of best person to contact.

13.
Finally, are you happy for us to provide the background information we captured at the start on the branch / team to Firebrake Wales? We would not be passing on any information that linked you to particular findings in our report – this remains confidential. 


If so:

Which, if any, of these details are you happy for us to pass on to Firebrake Wales, about your organisation?

· Number of staff

· Number of staff at branch / team – full time / part-time ratio

· Approximate numbers of clients served

· Types of client – approximate breakdown

· Status of branch / team e.g. voluntary, statutory

Reminder: We will not be identifying the views you gave in the discussion; results will be aggregated.

Would you be interested in receiving a summary of the research findings? Beaufort would send you the report in order to preserve your anonymity. 

Thank and close
�    








� Learning Lessons from Real Fires: Findings from Fatal Fire Investigation Reports. CLG (in Arson Control Forum, Research Bulletin No.9, 2006).
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