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.

Description:
Reflection following Gibbs reflective cycle (1988) with six specific stages.
[bookmark: _GoBack]Patient was a 70 yearold man, who lives at home with his wife. His medical history included Dementia, Type 1 (insulin dependent) diabetes, high cholesterol, AF.  
Patient had recently been discharged from hospital following an extended stay. Prior to his admission patient was independently mobile with rollator frame; he was independent with all transfers, and toileting. He required minimal assistance for personal care. Patient’s wife was able to support her husband with no external care or support. Patient had been admitted to hospital with severe infection and while in hospital, his mobility had decreased and he had sustained a number of falls. The patient was discharged home with support from The Community Reablement Team. He was allocated 2 single staffed calls a day to support with personal care. Unfortunately, when he was home it became apparent that the Patient’s independence was decreasing. He needed more assistance for all ADL and his mobility was getting worse. He had a number of falls and although he didn’t sustain any physical injury, each fall had a detrimental impact on his mobility and confidence. In addition to the physical issues, we realised that his dementia was considerably worse than prior to admission. 
I was allocated the Patient, to review support plans and equipment needs, he was also allocated to a physiotherapist to investigate whether he would benefit from physio input, and to determine his mobility level. 
Patient’s wife, while not actively preventing support workers from assisting her husband, she was withdrawing the level of support she was willing to provide and making it awkward to provide larger pieces of equipment needed by patient. As the patient’s needs continued to increase, his wife became less prepared to support him and she advised that she wanted her husband admitted to a care home.
Patient did not have a social worker; he had not undergone a capacity assessment; his wishes were that he stay at home; there was no lasting power of attorney for health.

Feelings
This was a difficult situation to work in. It was frustrating knowing that we could provide equipment and support to enable the patient to remain at home; but we were prevented from doing so by his wife and families reluctance to work with us. At the same time I sympathised with his wife because we were asking her to take on a full caring role and having to have strangers in her house every day. In her words we were taking away her independence and right to live her own life in order to help her husband’s wishes be met.  Poulin et al (2010) points out that being a caregiver for an ill or disabled loved one is widely recognized as a threat to the caregiver’s quality of life.
Evaluation
It was good to actually take a step back and realise how making decisions for the patient could have such a dramatic effect on other people in the household. It is very easy to become fixated on person centred care for our patients and forget about how this will impact on others, and their rights and wishes.
The whole situation was equally frustrating and upsetting. With Patient’s wife putting up barriers to every suggestion or plan, we wasted a lot of time trying to find workarounds.
Analysis
Patient’s wife felt as if there was nobody listening to her or advocating for her and as therapists allocated to the patient and committed to following a person centred approach we needed a social worker to be able to complete capacity assessments and best interest meetings. 
The mental capacity act (2005) lists factors that must be considered in determining best interests, and will consider all factors.
Conclusion
Although as therapists we have to be person centred in our approach to each patient we need to be aware of the role that others may need to play. Although patients wife was putting up barriers to keeping her husband at home, we could work around most of them – equipment deliveries were arranged for times support or therapy staff were present, Call times were increased and number of calls increased to allow support staff to complete tasks previously done by Patient’s wife – meals, meds etc. But we could not get away from the fact that he required supervision at all times and that couldn’t be provided. 
A social worker should have been involved a lot earlier and this might have solved a lot of tension and stress for everybody. Wife could have been supported better and may have been more willing to be involved in care if she knew what support was available – respite etc. from the start.  
Action Plan
Be more mindful in future of other family member’s wishes and feelings. This doesn’t mean ignoring the patient’s wishes; but if a rapport or understanding could be reached it might make life less stressful to all. 
Involve social worker earlier. 
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