1. Reflection one (submission on 11/01/24 at 13:00hrs) By Rachael Brock.

Reflect on an intervention where you demonstrated person centred practice with an individual who has complex needs, such as poor cognition or significant sensory impairment and / or lacks capacity to make safe decisions regarding their health and wellbeing. Include legislation which informed your practice such as the Mental Capacity Act, DOLs or a Code of Conduct (2011). Include what impact you had on the individual's quality of service.

Introduction: 
In this reflection I will be using the Gibbs reflective model to explore a challenging situation I encountered as a therapy assistant practitioner (TAP). The situation revolves around a stroke patient who lacks capacity regarding their care and residence. With their care needs being one care call a day and family support to help. This reflection aims to provide insights into the difficulties faced, the emotions experienced, and the lessons learned from this experience.

Description:
[bookmark: _Int_9IQu9jzw]The stroke patient in question had experienced a significant decline in their cognitive abilities rendering them unable to make informed decisions about their care and place of residence.  During his stay on the acute ward the patient would regularly state they wanted to self -discharge and become agitated and angry as he would constantly express that there was nothing wrong with him. At this point a Mental Capacity Assessment (2005) was carried out due to the apparent lack of insight into his capabilities. (NHS, 2021). This assessment deemed him to lack capacity and so the patient stayed on the stroke ward for some months, during this time receiving therapeutic rehabilitation for decreased mobility. A rollator frame was given for stability and balance improvement. Multiple cognitive interventions were practised during this time such as washing and dressing practice and kitchen assessments. Due to his lack of insight into his own functional abilities he was at high risk of falls. He was also incontinent but was unaware of this putting him at high of skin degradation. At this point a best interest meeting was done which included all relevant professionals and the patient's ex-wife who acted as his advocate. The outcome of the meeting was that home was the best place. This was on the provision of the ex-wife providing several visits throughout the day as a wellbeing check with one formal care call in the morning. On discharge it was my role as TAP to make sure patient centred care was considered but also ensure his well-being needs were addressed and try to provide continuing appropriate therapeutic interventions. 24 hours after discharge I attended the patients house with the band 6 Occupational therapist. It was then the ex-wife informed us that she was no longer able to provide the wellbeing checks she had initially agreed. The limited availability of formal care calls posed a significant challenge in meeting the patients complex care needs adequately once home. Whilst with the patient the OT phoned the social service worker to state the situation and highlight concerns regarding wellbeing. A further evening care call was given, and it was agreed that I would provide a lunch time call until the care company could provide that visit.

Feelings:
Initially, I felt frustration and helplessness. It was disheartening to witness a patient with such evident care requirements have such little support when they clearly needed it in their home environment. I also experienced a sense of empathy and concern for the patient's well-being, as it was clear that their lack of capacity made them vulnerable and reliant on external services. I was aware of the health boards wellbeing policy which provided guidence. (Hywel Dda university health board, 2023)

Evaluation:
The home environment was clutter free helping to reduce risk of falls. The patient was calm and approachable in his own environment. But would have benefitted from more care calls a day from discharge.

Analysis:
Considering the complex nature of the situation, it became crucial to involve some of the multi-disciplinary team that had been involved from their inpatient stay, to address the patient's best interests. These discussions created solutions which lead to an increase package of care. The ex-wife had stated she could support short term, but was then not able, due to lack of initiation from the patient it left him in an unsafe position.  Due to my duty of care, we could not leave the situation until the care package had increased due to his lack of capacity.

Conclusion:
[bookmark: _Int_zgOsKkPh]Going into the patient's home and meeting him in his own environment showed that if a larger package of care had been put in place from the start it would have made the experience for both myself and the patient a more positive one. Having a good routine from the outset is always more advantageous for cognitive patients. As it stood his care needs overtook his rehabilitation needs and so my role changed, I think the actions taken from myself and my OT colleague were timely, and appropriate and that stopped the patient from being re admitted into hospital.

Action Plan:
Moving forward, I will actively seek opportunities to speak with colleagues and advocate for improvements in the amount of care that will be provided for patients in similar situations, this may result in attending relevant training sessions and staying informed about current policies and guidelines. I hope to contribute to positive changes and the overall care experience for patients with complex situations.
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