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Assessment & Eligibility Case Study

Julie and Steve Dolan − Part 3
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 3)
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 3)
April 2019

Current circumstances:

Julie’s condition has deteriorated; she has become increasingly lethargic and can no longer remember simple sequences. She has started to neglect her personal care, and gets angry and is resistant to suggestions to help her with her care. She has been refusing to go to the day hospital.

Emily, the personal assistant, has heard Steve shouting at Julie when she isn’t there. Emily is worried that she will be blamed for not looking after Julie properly. She also needs a break and wonders if the direct payment could also be used for Julie to be looked after elsewhere for a short time.
Emily shares her concerns with Steve’s son who agrees to contact Social Services and ask for a re-assessment of his parent’s circumstances. He discussed this with his father who refuses and tells him not to interfere, as he can manage.
Steve is out playing golf, when he starts to feel ill and collapses; he is taken into hospital and diagnosed as having suffered a heart attack. Julie is looked after by her personal assistant, Emily, and her daughter-in-law. However, Steve is extremely worried about the situation and discharges himself from hospital against medical advice. He agrees that a referral can be made to Social Services for a re-assessment of their circumstances.
Reason for intervention for Steve:

Re-assessment due to change in circumstances
The relevant professional will need to carry out the “what matters” conversation with Steve.

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: “I was admitted to hospital with a heart attack a couple of weeks ago. I hadn’t been feeling very well for a while before it happened so I’m not surprised. It feels as if my worst nightmare has come true – that I suddenly can’t look after Julie. All I want is for her to be safe and make sure that the things I know are important to her do actually happen.

Fortunately, Emily stepped in and took charge. She called my son and his wife came to look after Julie until I could get home. I am worried though about the future; I need to be healthy and fit enough to carry on looking after her. I’m also concerned because when I get tired, I sometimes get cross with her and I know I’ve shouted at her a couple of times. Once, when she wanted to cook something for supper, she completely forgot what she was doing. I was so worried she would burn herself, I shouted at her because I just wanted her to leave things alone.

My son, Matthew, wanted to contact Social Services to see if we could have more help, but I got angry with him as well and told him I could manage. We haven’t really spoken since then and I feel upset about that too, because I know now he was only trying to help me. At the time though, I just didn’t realise it.

I feel as though all I do is get through one crisis after another and that there is a disaster about to happen. I am worried about only having Emily to look after Julie, but I don’t want just anyone else coming into our house. It has to be the right person for her and I need to get on with them as well. We have to be a team making sure Julie is happy and safe.

Sometimes, the whole thing is just too much for me and I get really scared about what the future is going to be. I don’t know who to talk to. Julie has changed so much; she’s so different from the person I’ve lived with for 40 years, but she is still my wife and I want to carry on looking after her. I know I need to look after myself but I need to have a plan if anything like this happens again.”
Input from other professionals?

· Kate Thomas, Community Psychiatric Nurse (CPN), to re-assess Julie’s condition and refer back into secondary mental health services
· Need for a care and treatment plan under Part 2 of the Mental Health (Wales) Measure 2010 and a referral to the Consultant Psychiatrist
2. Personal outcomes:
	Personal outcomes for Steve

	National well-being outcomes

	· For us to stay together, I want to have more support. 

· I want to be in control of the care and support we need. 


	· I am supported to protect the people who matter to me from abuse and neglect.
· I contribute to and enjoy safe and healthy relationships/I belong.

· I know what care, support and opportunities are available to help me achieve my well-being



3. Strengths:
· “I am determined to carry on looking after Julie.

· I am usually a positive person and can generally sort out most problems myself.

· I love Julie and my family.

· My son and daughter have both said they will help as much as they can. My daughter recognises she needs to make other arrangements for the grandchildren, at least for the time being. Emily has said that she will do more hours if Social Services will agree to it. Julie’s friend has said she will come and take Julie out or come and stay with her whilst I go out or have to go to the hospital for my appointments.”

4. Barriers for Steve:

· “My own health isn’t very good. I have to take some medication for a while and then they will see if I need an operation on my heart.

· I don’t know enough about Julie’s condition to really understand what is happening to her and how to look after as well as I should.

· I find it difficult to accept help sometimes.

· I don’t know what help there is for people with Julie’s condition or to help me in looking after her.”
5. Risks (to include input from other professionals):
“Julie wouldn’t be able to manage without me at home. Emily can provide some help but she can’t be there all the time and she needs time so she can go on holiday with her family. I don’t want Julie to have to go into a home – she’s too young and I know she would hate it there. She wouldn’t be able to do the things she enjoys and it would be really difficult for her to see the grandchildren properly.

If I carry on looking after Julie like this, my health is going to get worse. I miss the time I had to myself to do whatever I wanted to do when she used to go to the day hospital. Now that she’s stopped going, I don’t have that anymore and I find it hard to cope without that break.”
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:
Circumstances have changed for Julie and Steve due to Steve’s own health problems. He is determined to carry on looking after his wife, but recognises that things will have to change in order for this to happen. His family, especially his daughter, also agrees. His daughter is going to make other childcare arrangements, as she knows it is unrealistic of her to expect Julie and Steve to go on providing her with as much support as they have previously.
Steve is worried about the future especially if he has another heart attack and is admitted in an emergency to hospital again. He is willing to accept support from his son and daughter, so he doesn’t get so tired. He also would like to have some plans in place in case he is suddenly ill again and is thinking that it might be useful if there was another PA to work with Emily.
Steve is now willing to accept more help and realises that this is necessary in order for him to achieve his aim of looking after Julie at home. He recognises that he needs to make sure he is healthy in order to do this and that more people need to be part of the “team” helping him. It is very important for him to have control over who cares for Julie and agrees that extending the direct dayments is the most effective way of achieving this. He is very clear at present that residential care or even respite care away from the home isn’t an option for him or Julie. Steve does recognise that his family and close friends can help him and give him support, if he is prepared to let them.

The following analysis details why and how Steve as Julie’s carer meets 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.
Identification of needs and determination of eligibility

1. To be able to stay together, Steve needs more support to look after Julie.
i)
Both Julie and Steve have needs as a result of their respective mental and physical condition.
ii)
Both Julie and Steve have needs: Julie has needs in relation to her personal care and domestic routines and to ensure she is safe. Steve has needs to access leisure activities and both have needs to maintain their family relationships.

iii)
Their needs were previously met by a PA provided by direct payments from the local authority. As Steve now has physical needs himself, which limits the amount of support he can provide, the current arrangements are not sufficient to meet the identified needs. Whilst their family can provide emotional support, they are not able to provide routine, direct care and support to meet Steve and Julie’s needs. 
iv)
The local authority will need to review the level of direct payments allocated to Julie and Steve in order to meet this current need.
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 and Julie to identify the actions required to meet this need. 
2. To be in control of the care and support required, they require support from the local authority.
i)
Both Julie and Steve have needs as a result of their respective mental and physical condition.
ii)
Both Julie and Steve have needs. Julie has needs in relation to her personal care and domestic routines and to ensure she is safe. Steve has needs to access leisure activities and both have needs to maintain their family relationships. It is important to Steve that he feels in control and listened to regarding the care and support for Julie.

iii)
Their needs were previously met by a PA provided by direct payments from the local authority. As Steve now has physical needs himself, which limits the amount of support he can provide, the current arrangements are not sufficient to meet the identified needs. It is important to Steve that he feels in control and listened to regarding the care and support for Julie and the support for himself.
iv)
The local authority will need to review the level of direct payments allocated to Julie and Steve.

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 and Steve 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
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