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Assessment & Eligibility Case Study

Julie and Steve Dolan − Part 2
A learning and development resource for direct 
care and support workers on the Social Services
and Well-being (Wales) Act 2014


Adult Services and Carer Case Study: Julie and Steve Dolan (Part 2)
This case study supports practitioners to undertake assessment and determine eligibility as part of their duties under the 2014 Act. In the longer term, the Welsh Government will support ADSS Cymru to develop a single assessment tool, in line with the Welsh Community Care Information System (WCCIS). It has been designed for use in any of the following settings:

· As a prompt for individual reflection
· Supervision sessions

· Peer support sessions

· Practice learning meetings

· Team meetings
· Formal training and learning events

To make the best use of this study, please take the time to consider the three ‘pause and reflect’ points that appear within the document.  


To access more case study examples, click here. To access the national assessment and eligibility tool, click here.


Before you begin…
Here is a reminder of the 4 conditions for eligibility. They are:
i. Needs arising from the person’s circumstances due to - physical or mental ill-health; age; disability; dependence on alcohol or drugs or similar circumstances.
ii. Needs related to outcomes described in the regulations - self-care and domestic routines; communication; protection from abuse or neglect; involvement in work, education, learning or in leisure activities; family or personal relationships; involvement in social relationships and the community; caring responsibilities of a child.

iii. Person is not able to meet their needs either by themselves, or with care and support from others, or by assistance from the community.
iv. Person is not able to achieve one or more of their outcomes, unless the local authority provides or arranges a care and support plan, or provides direct payments to the person 
to arrange their own care and support.

IMPORTANT
An individual’s pathway to care and support will be determined by your Authority’s local arrangements.  These case studies support practitioners to implement consistently their duties to undertake assessment and determine eligibility as part of their wider duties under the 2014 Act.  They form part of the national assessment and eligibility tool. 


The determination of the person’s eligibility is separate from any financial assessment that the local authority is required to make about any potential contribution by an adult to the cost of care and support provided.  The Act prevents local authorities from charging a child for the care and support they receive, or for support provided to a child who is a carer.

The person must feel they are an equal partner in their relationship with professionals and can invite someone of their choice to support them to participate fully and express their views, wishes and feelings. This support can be provided by friends, family or wider support network.  

The Social Services and Well-being (Wales) Act 2014 Part 10 Code of Practice (Advocacy) specifies the circumstances when a local authority must arrange an independent professional advocate to support that person.
Adult Services and Carer Case Study: Julie and Steve Dolan (Part 2)
September 2017 
GP appointment

Mr. and Mrs. Dolan came to see me this morning. She is a 66-year-old woman complaining of extreme tiredness and poor motivation.

Presentation: Anxious and on occasions Mrs Dolan had difficulty in selecting the appropriate word and lost her train of thought mid-sentence. She described herself as having no motivation and gets very tired, but says that this is because she has been looking after her two grandsons who are 11 and 9 at the weekend. She and her husband do this once every month.

Mr. Dolan did most of the talking and confirmed symptoms I observed. He said that on occasions she has not been able to remember where she was. On one instance, Mrs. Dolan left the supermarket without paying for the shopping. She became very upset and embarrassed when her husband described the incident. No action was taken by the manager of the store, as Mr. Dolan collected his wife and paid for the shopping. Mrs. Dolan was able to state that she felt too embarrassed to return to the store.
Action:

•
Prescribed Sertraline x 50mg daily

•
Blood and urine tests ordered

•
Referral for an assessment at Memory Clinic

November 2017

Specialist assessment at Memory Clinic

Letter from Consultant Psychiatrist to GP

Dear Dr Kerrigan,

Thank you for referring Julie Dolan to me. I saw her on the 15th June 2017 with her husband. She described her symptoms as “feeling a bit vague and lost”. Her husband confirmed that she can manage most things in the home, like cooking, cleaning and still enjoys gardening. He also reported that she gets very anxious when she goes out on her own and has stopped driving the car, as she frequently forgets where she has parked it. He has also noticed that she has started to drink alcohol more frequently, which is something she has rarely done previously.

19/30 on MMSE test; blood and urine sample have come back negative. At this stage, I would consider a diagnosis of frontotemporal dementia to be most likely, but have referred her for further tests and a brain scan.
In addition, I have made arrangements for a Community Psychiatric Nurse (CPN) to assess Mrs Dolan and to monitor her condition, as well as providing support to the family.

December 2017

Conversation between Kate Thomas, CPN, and allocated worker for Julie Dolan

CPN Kate Thomas contacted the allocated worker regarding Steve Dolan. She had been supporting the family following referral from their GP Dr Kerrigan to the Consultant Psychiatrist. Julie Dolan was diagnosed with frontotemporal lobe dementia in November 2017 and is supported mainly by her husband, Steve, with monthly visits from Kate Thomas. During this monthly monitoring visit, Julie appeared distressed and anxious but couldn’t identify the cause or reason. Steve reported they were both very tired and were apprehensive about looking after their grandchildren in the Christmas holidays. They look after the children every school holiday to support their daughter who is divorced.
December 2017

Reason for intervention for Julie and Steve:

The CPN feels there is a need for a more comprehensive assessment with a social worker to see what support can be provided for the family, particularly over the Christmas period.

A specialist assessment by an Occupational Therapist in the Reablement Team, as well as a possible reablement support programme, is also requested, in order to support Julie maintain her independence.

National Minimum Core Data Set to be re-checked and amended where required.
1. Pause and reflect

Before looking at the Assessment of Needs, how would you identify ‘what matters’ to the individual in this situation? 

What is helping the individual and what is stopping them achieve their well-being outcomes? 

Assessment of needs
“What matters” to Steve?

1. Personal circumstances:

Steve is now Julie’s main carer as the situation has changed for the worse. He spends an increasing amount of time with her and is reluctant to leave her for more than an hour at a time. This means he has less time to do the things he enjoys, such as golf. It also means routine activities such as shopping are difficult, as he takes Julie with him and is constantly worried he will lose her. Julie’s become more forgetful and has more difficulty in thinking of the right words to say. She has started to say inappropriate things and frequently swears in front of the grandchildren. Steve says that: “She has been buying things we don’t need from mail order companies and sending large amounts of money to charities we’ve never heard of. We’ve lost quite a bit of money as I haven’t been able to get the money back, especially from the charities. I did think about applying for Power of Attorney, but just haven’t got around to it. I get very worried about what she’s doing when I have to go out. She’s burnt things when she’s been cooking and left the taps running because she gets distracted. I also find it embarrassing reminding her about her personal care, such as having a shower and washing her hair.”

Input from other professionals?

Kate Thomas, CPN: “I am concerned about Steve and his own physical health, as he is showing signs of exhaustion and seems to be under a lot of stress. I have discussed with Steve that Julie needs a re-assessment of her mental health by the consultant and he has agreed for me to present her case at the multidisciplinary meeting on Wednesday 13th Dec. We both agreed that her ability to make safe decisions changes frequently and her capacity to make decisions is a concern. There are times when she is aware of this and this causes her distress and anxiety.”
2. Personal outcomes:
	Outcomes for Steve

	National well-being outcomes

	· I want to feel supported in looking after Julie.
· I want to be fit and healthy and have a social life.


	· I am supported to protect the people that matter to me from abuse and neglect.
· I contribute towards my social life and can be with people that I choose




3. Strengths:

Steve: “I know what I want and don’t give up easily. I love my wife and family and am determined to carry on supporting them as much as I can. I am strong-minded and generally have a ‘can do’ attitude to life. I have been able to make friends in the village and know they would help me, if I asked them. I want to be able to have the grandchildren continue to stay with us.

We have a lovely next door neighbour, Emily, who has helped me from time to time when things have been really difficult. Our son, Matthew and his wife, Jane, have decided to relocate from Birmingham and have just bought a house in the next village and they are happy to help me with Julie.”

4. Barriers:
Steve: “I worry about Julie when I leave her for any time now. I know there is other help I can get to look after Julie because I was given that information from the Duty Referral Office when I contacted the council last year. At the moment though, I don’t know how to go about it because Julie has changed so much and I’m not feeling very well myself.”
5. Risks (to include input from other professionals):
Steve: “I can feel myself getting tired, irritable and worn out from the worry. I get upset at the thought that I won’t be able to carry on looking after Julie. I’m not sure how much longer I can carry on looking after her without a break or help.

I don’t go out to play golf or have a drink as much as I did, because I just don’t feel that she is safe to be left on her own. I take her shopping with me, which can be a nightmare as she has started to wander off in the supermarket.

I worry that we might not be able to look after the grandchildren and this is going to affect our daughter and her job. The times when Julie can’t remember what she is doing has increased and I know I sometimes get angry with her, because I just don’t know what to do.”
Kate Thomas, CPN: “There are significant risks to Steve and consequently to Julie. Steve is feeling the strain and pressure because of Julie’s deteriorating memory. His concerns are for Julie’s safety and to ensure she is safe. Steve has limited the times when he leaves Julie on her own. As a result, he is more or less with her 24/7 and it is highly likely his emotional and physical health will deteriorate as a result of this situation. My opinion is that Steve needs support in order to come to terms with what is happening and how he can carry on looking after her. Julie would also benefit from a short-term rehabilitation package to maximise her memory, reinforce the skills she has for cooking and gardening, and also establish routine activities such as regular walks in the village, which will help her physically and emotionally.

Julie’s case has been presented at the weekly multidisciplinary meeting. The agreed action was that I would complete a full assessment to determine the extent of her capacity to make her own decisions.

I will also refer her to the reablement team for a full assessment and rehabilitation support package.”
What matters to Julie?

1. Personal circumstances:

Julie: “I know I sometimes say the wrong things, especially when the children are around. I have stopped talking as much because I’m afraid I will say the wrong things. There are some times when I forget what I am doing and don’t know what to do next. Although there are some days when I know what I’m doing and it all still makes sense.

I know Steve worries about me and I worry about him as he looks so tired. I can’t remember having bought all those things. I feel sorry for people when they ring me and ask me for money. It makes me feel better when I give it, but I know it upsets Steve.”
Input from other professionals?

Kate Thomas, CPN:
“Assessment identified that:
•
Julie has capacity to make decisions within her immediate environment and is able to manage her own personal care and the daily domestic routines.
•
Julie is also familiar with certain routes to local shops. However, this can change and Julie is at risk of losing her way if she goes out alone.
•
Julie was not aware of current events in the media and confused previous events with the current year.”
Jo Bell, Occupational Therapist, Reablement Team:
“The reablement assessment identified that Julie would benefit from a reablement programme.

Julie is able to follow familiar sequences if these are broken down into clear sequential stages. She can follow familiar recipes using her own cookery books.
Julie gains therapeutic benefit from activities such as gardening and was able to show me some of the things she could do in the garden. As a result of information from her husband, Steve, and her next door neighbour, it became apparent that these activities mean a lot to Julie and are therefore important for her to continue to do with support and direction.
A rehabilitation programme is recommended for Julie and her family to help maximise her independence and identify ways in which tasks can be structured to enable Julie to easily remember them. This will be for approximately four weeks. Progress in achieving the rehabilitation goals will be reviewed with Julie and her husband.”
2. Personal outcomes:
	Outcomes for Julie

	National well-being outcomes

	· I want to stay as independent as I can, for as long as I can without Steve having to worry about me.
· I want to feel as though I can still help my family.
	· I get the right care and support as early as possible.
· Control over everyday life

· I am safe and protected from abuse and neglect.
· I contribute to and enjoy safe and healthy relationships/I belong




3. Strengths:

“I am determined to carry on and be as independent as I can for as long as I can. I know I am a good cook and can still remember certain recipes, especially cakes. I can still keep the house clean, even though it takes me a lot longer, because I have to be reminded what I should do. I like to help people and I used to be a volunteer at the local hospice shop. I am very proud of my children and grandchildren. My son and his wife are going to have their first baby and I want to be able to help them look after it.”
Julie and Steve are now assessed individually, due to the increase in Julie’s needs and Steve’s consequent role as carer. Needs are recorded in two separate, but related care and support plans.
4. Barriers:

“My memory isn’t going to get any better. I have difficulty remembering how to do things and it takes me a long time to understand new things, like the mobile phone.”
5. Risks (to include input from other professionals):
“I am frightened that I won’t be able to look after my grandchildren anymore, because my daughter might think they won’t be safe with me. I don’t want to feel that no one needs me anymore. I am becoming more and dependent on Steve to do the things I should be doing. I am worried that I am losing my independence.”
Kate Thomas, CPN: “Julie has capacity to make decisions relating to her personal care and to domestic routines, which she is familiar with. Julie is unable to easily process new information and becomes anxious when changes to the routine occur.”
Jo Bell, Occupational Therapist: “Julie is at risk of losing her independence due to her increasing cognitive impairment. Rehabilitation goals will help manage this risk and provide positive ways and techniques to help Julie and her family keep her as independent for as long as possible.”
2. Pause and reflect
Before looking at the Assessor’s Analysis, consider what alternative, non-statutory local authority services would help the individual achieve their well-being outcomes? 
How would you help them meet their well-being outcomes?
Assessor’s analysis

Overview:

Julie was diagnosed with frontotemporal dementia in November 2017 and has been supported by her husband at home. Initially, her condition was stable and managed by medication, which enabled her to continue with the majority of her usual routines and activities. Recently, her condition has deteriorated with her memory loss becoming more evident. There are concerns about the level of risk she faces when left on her own. She becomes disorientated when out of her home environment; for example, she relies on neighbours or local people to help her return home.
Steve is finding that the responsibility of caring for Julie is causing him significant anxiety and worry. This is having an impact on his own physical, social and emotional well-being. He wants to continue looking after Julie, but recognises he now needs some professional help.
Assessments by both CPN and Occupational Therapist have identified that Steve is in need of support to continue with his caring role. A rehabilitation support programme has identified that Julie would benefit from ongoing support. This will also benefit Steve, in enabling him time away from the home to pursue leisure activities and also reassurance that Julie is looked after and safe.
Recommendation from CPN is that Julie will need ongoing support from mental health services to monitor her mental state.
Steve wants to make sure that any support provided gives him as much control and choice for himself and Julie as possible.
The assessments have identified that Steve has eligible needs as a carer and that Julie also has eligible needs; therefore, a care and support plan provided by Social Services is applicable. Being able to direct their own support arrangements is highly important to them; direct payments for their care and support would be appropriate.

Identification of needs and determination of eligibility:

The following analysis details why and how Steve needs meet the eligibility criteria for support, and care and support from the local authority. The four points listed under each need follow the four stages to determining eligibility as set out in the regulations.

Steve’s needs:
1. To feel supported in looking after Julie, Steve needs support to look after her.
i) Steve needs to remain fit and healthy as Julie has now been diagnosed with dementia and depends on Steve to keep her safe.

ii)
Steve needs help to look after Julie and support her with her daily life. He also needs help to have a break from looking after her.

iii)
Steve cannot meet these needs himself. There is no family support or community services that are able to meet Julie’s needs that would ensure she was safe and protected when Steve was not there.
iv)
Steve needs the help of the local authority to arrange the support that will ensure Julie is safe when he has a break.
This need is eligible for support from the local authority. Therefore, it will be the responsibility of the lead co-ordinator to work with Steve to identify the actions required to meet this need. 
2. To be fit and healthy and have a social life, Steve needs a break from his caring role
i)
Steve needs to remain fit and healthy as Julie has now been diagnosed with dementia and depends on Steve to keep her safe.

ii)
Steve needs to remain healthy but needs help to look after Julie and help her with her daily life when he is not there.

iii)
Steve cannot meet these needs himself. There is no family support or community services that are able to meet Julie’s needs allowing Steve to access his preferred leisure activities.
iv)
Steve needs the help of the local authority to arrange the support that will ensure Julie is safe when he is undertaking leisure/social activities.
This need is eligible for support from the local authority. Therefore, it will be the responsibility of the lead co-ordinator to work with Steve to identify the actions required to meet this need. 
Julie’s needs:
1. To stay as independent as Julie can, for as long as she can without Steve worrying about her, Julie needs to be supported.
i)
Julie has frontotemporal lobe dementia and is not able to understand the level of risk in everyday situations. She requires support to make decisions about her life.

ii)
Julie needs support in order to achieve her own personal care and manage the daily routines. She can achieve the daily domestic routine, but needs support and guidance to do so.

iii)
Julie is not able to meet her needs by herself. Her family (husband Steve) are not able to provide the level of care and support she requires, for all the time she needs it. There are no appropriate services in the community that would be able to provide the level and type of support Julie’s needs.

iv)
Julie’s needs can only be met by the local authority providing the family with direct payments to employ a personal assistant, who could help meet her needs.

This need is eligible for support from the local authority. Therefore, it will be the responsibility of the lead co-ordinator to work with Julie to identify the actions required to meet this need. 
2.
To feel as though I can still help my family, Julie needs to be supported
i)
Julie has frontotemporal lobe dementia and is not able to understand the level of risk in everyday situations. She requires support to continue contributing to family life.

ii)
Julie needs support in order to maintain relationships with her family that is not reliant upon Steve, her husband.

iii)
Julie is not able to meet her needs by herself; her family (husband Steve) are not able to provide the level of care and support she requires, for all the time she needs it. There are no appropriate services in the community that would be able to provide the level and type of support Julie needs.

iv)
Julie’s needs can only be met by the local authority providing the family with direct payments to employ a personal assistant, who could help maintain her role within the family.
This need is eligible for support from the local authority. Therefore, it will be the responsibility of the lead co-ordinator to work with Julie to identify the actions required to meet this need. 
3. Pause and reflect
1. How do the well-being outcomes match the ones you identified?

2. Is the determination of eligibility provided in the case study, consistent with your view of the case?

3. What have you learned about identifying well-being outcomes and applying the eligibility criteria? What might you do differently because of this case study
#GetTheAct


https://socialcare.wales/hub/home
2 

Julie and Steve Dolan – Part 2

