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Case Study
Mr T has been diagnosed with progressive dementia. The term dementia is an umbrella word used to define various conditions that affect human memory as well as cognitive skills (Geschwind, 2016). In other words, when a physician makes a clinical diagnosis of a disease affecting human memory or cognitive skills, dementia is always a possible component of the disease. All of these are symptoms of dementia.  According to Rosenbloom and Atri (2011), the terms progressive dementia means dementia that progresses, and it is not reversible. Alzheimer’s is the most common disease associated with progressive dementia; however, there are other various conditions that dementia plays a role. This may include vascular diseases which restrict the flow of blood to the brain, often cause impaired judgments and other mental complications (Geschwind, 2016).  Parkinson’s or Huntington’s disease is also an example of a progressive disease that affects the individual's memory capacity. In other words, all these conditions may be among the chronic conditions associated with Mr T’s health. There is a high probability that Mr T had trouble communicating, reasoning or solving problems, organising and planning his events, or having problems with his motor function and coordination. Psychologically, Mr T was likely to suffer from anxiety, paranoia, depression, or hallucination. All of these are symptoms of dementia (Rosenbloom and Atri, 2011). 
From the case study, it is right to say that Mr T acted as the patient with dementia. In contrast, Mrs T acted as the caregiver to Mr T. With Mrs T’s hip injury it was almost impossible to continue living their independent life since she could no longer provide her caregiving services to Mr T. It is at this point that Mrs T knew it was time to seek help in terms of personal care because the injury had compromised her mobility. Mrs T also needed help with her domestic chores and an opportunity to participate in a social event with his spouse Mr T.  Therefore, for Mr T and Mrs T’s case I would select the Crossroads Caring for Carers, which is technically a network of Crossroads Schemes that is intended to give carers a break from their caring responsibilities. The organisation was well suited for Mr and Mrs T because Mrs T needed help with the caregiving responsibilities. 
The Crossroads Caring for Carers offers practical and consistent support to the carers and the people they care for. These support services can either be provided on the broader community or private homes. The organisation offers care support services to its members for 24 hours, seven days a week. There is also a call service for those seeking services during out of office hours. The organisation also has an in-house Dementia Champion who can offer training on matters related to dementia (Crossroads Caring for Carers). Since the organisation is based on a care centred approach, it focuses its efforts on both the career (Mrs T) and the patient or the person that needs the care (Mr T). The organization’s care support team is well paid and trained to offer high-quality services that will ensure Mr T is well taken care of; therefore, Mrs T will have adequate time to focus on regaining her mobility. The staff at Crossroads Caring for Carers is well trained and has experience working with carers and their patients. This implies that Mr and Mrs T will work with people who understand what they are going through and they will consider what they feel, as well as what they need. 
The care offered at Crossroads Caring for Carers include assisting the patient and the carer to eat and drink, assistance with incontinence management, meal preparation, assistance with the administration of medication, offering Mr and Mrs T escort to their respective doctors for an appointment, light domestic duties that will improve Mr and Mrs T personal care. The organisation is also capable of providing Mrs T with assistance in terms of mobility which will be crucial for recovery and a step towards independence. This is not the full list of the services that are offered by the organisation; there is always the option of designing an individual care plan. 
To maintain a high quality of services offered by the organisation, the organisation is not only registered but also regulated by the Care Quality Commission which ensures the staff meets the essential standards of services (Crossroads Caring for Carers). The organisation features in the Local Authority’s list of accredited caregivers. This implies that the organisation is audited and assessed for quality and assurance by the Local Authority. To adhere to the set standards by the Local Authority, the organisation ensures that its new staff has received a comprehensive induction which includes the skills for Care Common Induction Standards. This includes the role of health and social care workers, the importance of patient dignity and respect, the principles of implementing duty of care, person-centred support, safe handling of medication, effective communication, health and safety, infection control, food hygiene, and the principles of safeguarding (Crossroads Caring for Carers).
Furthermore, the staff must be regularly trained in specialised areas to enhance their skills, especially when handling specialised tasks. In other words, training has to be in line with the standard required. All the carer support workers in the organisation must study or are in the process of studying for level 2 or 3 of the National Vocational Qualification or a diploma in health and social care (Crossroads Caring for Carers). All this proves that Mr and Mrs T will be provided with adequate support in the current health and social care context. 
The principles of support in health and social care practice
The primary objective of the principles of support in health and social care is to appreciate the uniqueness of each individual’s need, bear the responsibility of ensuring that care and support services are planned in a way that fits the needs of the specific individuals, respectably communicating with the individual and uphold the dignity of the individuals (Kelly, 2019). 
Safeguarding
For this case study, safeguarding the patient and the carer will be the priority of a social worker or an admiral nurse (an experienced nurse in dementia care working with the other care providers and the patient’s family) working with the support organisation. Safeguarding the patient involves protecting their wellbeing, health, and human rights to ensure they are free from abuse neglect, or harm. According to Manthorpe et al., (2012) every health care or social support staff working in a hospital or a care home has to bear the responsibility of ensuring their patients are safe and free from abuse and neglect. In other words, every health care professional is required to be honest with the patient whenever there is the risk of something going erroneous, or when a potential cause of harm or distress is imminent (Emmett et al., 2014).. It is also appropriate for any health care professional to apologise where necessary and lastly offer support by putting matters straight and explaining to the patient the short-term and long-term effects of their health condition. Since Mr T with diagnosed with progressive dementia, it would be appropriate for the health care professional to make it clear to Mr T that his mental health condition can only be slowed but cannot be reversed. The health care professional can also explain to Mr T some of the signs of symptoms he will soon experience and how he can cope with his situation. 
Before the implementation of the Care Act in 2014, there was no statutory guidance in place that was meant to safeguard adults at risk or vulnerable adults. Section 42 of the Care Act recognised vulnerable adults as “adults at risk” (Richards and Williamson, 2015). The Care Act empowers the Local Authority to inquire in case it has a reason to suspect that an adult needs care and support, or an adult is experiencing neglect or abuse, or an adult is vulnerable and unable to protect him or herself. According to Richards and Williamson (2015), the Care Act emphasise that carers or caregivers should utilise a person-centred approach to ensure vulnerable adults such as Mr and Mrs T are safe.  This principle ensures that the needs and the wellbeing of the vulnerable adults are prioritised. The principle also directly involves the carers and the caregivers in the decision-making process especially when vulnerable adults such as Mr T might have impaired judgment when making decisions about their treatment care plans (Richards and Williamson, 2015).  
Person-centred care
Person-centred care is another principle used in support of health and social care practice. This is a principle where the people using the health care services, Mr and Mrs T, are viewed as equal partners in the process of planning, monitoring, and developing care to meet their needs (Morgan and Yoder, 2012). This contradicts the theory of functionalism, where the physician and the patient care in a hierarchical relationship. In this case, the patient has to follow the instruction provided by the physician. In person-centred care, both the patient and their carers are placed at the centre of any decision (Morgan and Yoder, 2012). Other than being the subjects as described in the functionalism theory, they are instead viewed as the experts in their treatment care plan, and they work alongside the healthcare professionals to achieve the best outcome (Clarke et al., 2011). 
It is essential to note that person-centred care is not all about allowing people to have all the information they want or the treatment plan that suits them (Brownie, and Nancarrow, 2013). According to Brownie and Nancarrow (2013), person-centred care also revolves around understanding the people’s desires, considering their social circumstances and lifestyles as well as their values and family situations. According to Maslow’s Hierarchy of Needs, humans tend to prioritise their needs. According to this theory, humans will always want to satisfy their physical needs first (Lester, 2013), for example, Mr T would like to regain his usual physical functions despite having memory relapses, while Mrs T would like to regain her mobility that has been affected by the physical injury. The second priority is safety needs. According to this theory, Mr and Mrs T would like to be guaranteed by the health practitioner or social worker that they are safe in their house now that they both have underlying medical health conditions (Lester, 2013). Then there is the need for belongingness and love needs. In other words, the social aspects of Mr and Mrs T’s lives come in third in the list of priorities. As mentioned in the case study, the two wanted an organisation that will assist them with social events. This might include a visit to a friend’s house or attending parties or activities that allows them to meet other people (Burleson and Thoron, 2014). Next on the list is self-esteem needs, things that will make them feel accomplished, and least on the list is achieving self-actualisation which involves the patients achieving their full potential such as going back to their hobbies (Burleson and Thoron, 2014). [image: ]Figure 1 below represents Maslow’s Hierarchy of Needs.









Figure 1: Maslow’s Hierarchy of Needs. Source: ((Lester, 2013).
Concerning person-centred approach, the health and social workers being compassionate and reasoning from the patient’s point of view. According to Taylor et al., (2018), a person-centred approach in the health and social care support is more than just the activities between the professionals and the patients, and it is about how they think and the necessary services available. Some of the aspects of person-centred care include the respect of people values and placing them at the centre of care, working together with the patient to ensure there are good communication and sharing of information, making sure that patients are physically comfortable and safe by providing them with emotional support, and ensuring there is access to appropriate care (Entwistle and Watt, 2013). With person-centred care, Mr and Mrs T will receive improved health care services, and they will be able to have access to the care they need at an appropriate time, Mr and Mrs T will have an active role in taking care of themselves and reduce come of the pressures associated with health and social services. 
Dignity in Care 
According to the conflict theory studied in class, the health and social care practice is characterised by social inequalities. This implies that people from disadvantaged backgrounds are not only more likely to get ill than those from privileged backgrounds, but they are also likely to receive inadequate health care. Bearing this in mind, health care practitioners have to control health care practices to address social problems (Saxena and Hanna, 2015). It is a principle that emphasises people must be treated respectfully regardless of their social status in society (Baillie and Gallagher, 2011). Also, it is important to adjust the communication techniques used primarily for patients like Mr T, who is likely to have communication or cognitive difficulties. 
In terms of personal hygiene, Mr and Mrs T will need support in terms of personal hygiene and appearance. The health care providers, therefore, have to consider lifestyle choices and respect their choices in terms of dress code and hairstyle. In terms of practical assistance, health care professionals have to consider Mr and Mrs T’s budget to enable them to sustain their living standards. Upholding the confidentiality policy is another way the dignity of the patients can be maintained through practice (Skorpen, 2014). This implies that only the authorised personnel can access Mr and Mrs T’s medical records.  An unauthorised person can only access their medical records after they have asked permission from Mr and Mrs T. 
Recommendation
Three things need to be tackled to secure the future of person-centred care: Cooperation and communication, information sharing and agreed on outcomes. We indeed live in a competitive environment where organisations meant to offer healthcare and social support may be competing. With such competitions, these organisations might fail to adopt a multi-disciplinary approach that supports people with co-existing healthcare and social needs effectively. In other words, it will be vital and recommend that these organisations should work and communicate with each other while putting the needs of the patients at the centre of the discussion as a way of promoting person-centred care. Also, it is relevant for authorities to formulate policies that support information sharing. Today, different agencies or organisations collect data in different ways. At the same time, privacy laws tend to prohibit the sharing of meaningful information. There is a lot that can be done to promote the sharing of information without necessarily compromising the patient’s privacy.
Furthermore, information sharing among healthcare and social workers do not only leads to the development of knowledge and experience but also a strong network which makes it easier for cross-referrals. Lastly, both healthcare and social care workers must agree on the acceptable outcomes when using a person-centred approach. This can only be achieved when everyone is part of a proactive network that supports the needs of the patients rather than working on their own as individual agencies trying to handle specific issues.
Conclusion
Family and friends who care for persons with dementia might also need to be supported to continue to support their loved ones with dementia. For example, Mrs T took care of Mr T, who was diagnosed with progressive dementia; however, she also needed help due to her hip injury that had affected her mobility. Depending on the needs of the person, social and health care often takes many forms. For example, it may include personal care such as feeding and bathing, or replacement care (where someone else will step in and help Mr T as Mrs T recovers). 
Most dementia patients and carers may feel helpless. The first step that needs to be taken by a health or social worker would be to ensure that they both feel in control of the situation. This can be achieved by letting them have a say in their care service and having good communication with the health care professionals. Since people with dementia and their carers are at a high risk of being affected by depression, the next logical phase would be to ease their anxiety. Healthcare professionals should embrace good communication among themselves to avoid costly errors associated with misdiagnosis and wrong administration of drugs. According to Sutherland et al., (2020), the UK healthcare system loses at least £1 billion every year due to such errors. 
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