


Introduction.

This case study is about over 85 years old Mr and Mrs T, who have lived together in their own home. Mr T has been diagnosed with progressive dementia and has an underlying health condition. Previously they have always supported one another, providing their care independently. Mrs T has always assisted her husband with his care until she was admitted into hospital following a fall which has led to being hospitalized due to a hip surgery.
Mrs T is discharged home with a Zima frame to aid her mobility and this has impaired her independence. At the time of this predicament, Mrs T has perceived that support is required if they were to keep on living independently. She now has interest on how to gather information and support for a healthier life. Mr and Mrs T require assistance with personal care, enhance mobility, housework and other social occasions that would help promote their independence.
This case study will explain the type of support options that is available to them considering the current context of the situation, analysis and evaluation will be carried out to be able to ascertain which care package is suitable and available to them.


















Considering the couple situation, my first option of help is Kenton court residential care home, Enablement community care organization and Nursing home.
Kenton court is a Residential care provider they are in the south-east of London. They provide care for the Elderly, people with dementia and people living with Mental health condition. According to the Care Act, their purpose is to provide good quality of care and assistance to service clients living in their facilities following the government guidelines of policies and procedures according to the Care Act that safeguards residence interest.
The Residential home is fully staffed with a qualified individual to ensure that residents live in a clean and safe environment, treating people with respect and dignity with no discrimination while providing person-centred care for the individual. At Kenton court, their aim and objective are patterned towards delivering a service of an excellent standard that would enhance their quality of life. This residential provides the following support: personal care, shopping, housework chores, and community service.
However, this organisation can support Mr T with his care but less beneficial to Mrs T as the require more physiological needs and might not be suitable for both partners.

The second support option available will be a Nursing home. Tulips care home is a nursing home working with elderly. Its objective is to provide quality care to the people they work with. Their services include s with personal care, feeding individual who is incapable of feeding themselves assist with hospital appointment shopping and domestic work. There is a team of trained staff working closely with the client to empower them to be included in activities designed towards their needs and lifestyle choices.
Their aim and objective are to ensure that their client is looked after with high standard of care according to their person's centred care, make sure that the client is treated with respect and dignity, respect privacy, and follow the Care Act policies procedures. However, this care option does not give full control to the Mr and Mrs T for their daily life activities it can be depressing for them living their own home to an unfamiliar environment and can a wall of loneliness for Mr and Mrs T. The kind of care need required now has not reached the point of moving into a nursing home as Mrs T has got capacity and has the potential to recover with support and assistance.









The third option of care support available is the Enablement community care team. This is a community domiciliary based cere provider in the south-east London under Lewisham council. It provides day and night care and support for adults living in their own homes. Their care supply includes personal care, meal preparation, shopping, help with housework and medication administration. This organisation is registered with the care quality commission {C Q C}
Enablement care teamwork collaborates with Lewisham NHS rehabilitation professional teams’ like the occupational and physiotherapist. They provide the initial assessment in the hospital before a patient is discharged home and now need support to relearn to get back their independence. The community care team support and assist clients with task they are unable to complete. The aim is promoting Independence, building confidence enabling the client to take charge of their care. This allows them to take control of their lives.
This organisation provides care and support for individuals with different health conditions including people living with dementia in the community with highly qualified staff in health and social care with the duty of care regardless of their race, gender or religion.
This organisation has the essential workforce attribute related to excellent work practice, which includes commitment, respect for patient, experienced staff, and agent of change.













Based on assumptions, Mr and Mrs T would like to receive care in their own home as Mr T is more vulnerable now that his partner is on walking aid and would require maintenance. Following Mr T progressive dementia, by assumption will feel more comfortable to receive care at home because of Emotional, social and psychological stability. That is the reason I am choosing the Enablement community home care as an option available to them.
Enablement as a care organisation is responsible for assisting and enabling patients with personal, and practical social support activities of daily living that include personal care, meal preparation and domestic assistance. Although Mrs T had a hip operation, it is assumed that she can recover and continue assisting her partner with care needs. 
Mrs T and her partner will benefit from this organisation because they aim to promote independence and choice for patients by helping them work towards their outcome-focused goals. While providing one to one care for Mr and Mrs T the organisation goals are to encourage them to participate in exercise plans especially for Mrs T and emotional support and guidance in the home as set out within their enablement plan.
This care option was chosen because it does not deprive patients of their right and independence. Instead of providing their centred care needs, they are being supported and encouraged to regain, maintain or develop daily living skills and the confidence to carry them out independently. The aim is to help promote rehab programme exercise at home to benefit Mrs T recovering from the hip operation.
They aimed to provide essential advice and information to patients on the range of services available to them, affecting them, e.g., leisure centres and benefits. Considering this couple's current situation, they benefit from a wide range of services, including assistance to personal hygiene, bathing, hair nails, oral care, dressing, and undressing, making sure that the universal infection control advice is observed in the comfort of their own home.
At home Enablement care team also helps manage incontinence, enabling to use the toilet or commode and changing of pads assist with maintaining an appropriate diet and fluid intake through advising and directly preparing meal and drinks as appropriate. 
Regardless whether Mr and Mrs T can pay their care of not, community home care is the best options in the current situation, it reduces environmental impact, it enables good health and helps to regain your confidence.
With community home care, the couple can live independently with carers coming in four times a day. Mrs T would need an occupational therapist to make their home adaptable and habitable for their health condition. The bathroom can be restructured to enable Mrs T easy access with handrails to aid mobility around the house. And the physiotherapist provide support with rehab. These care packages come with the Enablement community care team and benefit Mr and Mrs T in their present condition.




The organisation policy and procedures are carved out from the government Care Act Regulations, including Safeguarding of vulnerable adult, Equality Act, Data protection confidentiality, respect for privacy and dignity of the people we work with.
The Care Act 2014 brings together care and support legislation into a single act with a new wellbeing principle. The show introduces vital reforms to the legal framework for adult care and support in England, to the duties of the local authority and the right of the individual who requires care and support. Under the Care Act, the Enablement has a duty of care towards the people in the community who need help and support to enable people to improve their independence and wellbeing.
Equality and diversity in health and social care have made it possible to embrace people from other kinds regardless of their race and gender, and they should be allowed access to relevant services that provide care in the health sector.
It is the enablement care team's responsibly to ensure that patients who use their services have their needs met following the Health and Social Care Act 2008. The organisation provide care with the appropriate qualified staff and skills to meet the requirement of these regulations. The organisation workforce is widely reflecting the diversity of the community they serve.
People who use this service are treated with respect and dignity, and this includes when assisting with personal care and communication. It is in the policy and procedures not to discriminate against the patient; their right is respected whether they want to engage in tasks, conversation or medication. It is the organisation policies always to take matters into their hand.
Maintaining confidentiality is essential to a patient, and staff must ensure that they respect the patient legal right to privacy. However, this can be compromised only when it is detrimental to the patient that information can be passed to the critical need to know the team. Currently, no information about an individual is shared without their consent unless there is a legal-specific exemption for doing so.

The safeguarding policy is set up to safeguard people who receive care and support in this organisation from any form of abuse, neglect and suffering and inappropriate treatment while receiving care either by staff, friends or family members. The organisation has policies and procedures in place to prevent the patient from abuse. It is the staff's duty to observe and reports any form of suspected abuse to management for further investigation.
There are some unusual circumstances where major concerns fall outside the scope of the organisation complaint procedures, to cover this area is the whistleblowing policy 2017
The code of conduct of staff is the organisation's face and should be maintained on a larger scale.
Maintaining legible up to date and accurate health and safety, risks and security records and reports in the patient home.
Maintaining the individual dignity, choice and control always and advice the seniors or manager of any concerns.
Carry out moving and handling tasks in line with the organization policies on moving and handling. 
Staff to present themselves professionally, be polite use the adequate personal protective equipment provided. 
Respect for other staff members and good time management also comes under the organisation code of conduct and cannot be over emphasized.
Staff contribute to the multidisciplinary review meetings giving feedback to the nurse and therapist and participate in preparing a Risks Assessment before the support commencing, and work within the identified Health and Safety guidelines specified.
Overall, the organisation code of conduct is making sure staff action and exclusion do not cause harm to an individual’s health or wellbeing; there should not be any form of abuse, neglect, damage or exploit the people who health and care services, carers and colleagues.
















Recommendations
Before recommending possible changes to services or implementing new guidelines, it is crucial to understand how the services work. This is the baseline and can be used to measure the effects of any changes made. This can also be carried out as a team or by looking at personal areas of responsibilities and experience. /Practical-steps-
These recommendations were copied from the improving-quality-of-care-and-services-using-NICE-guidance.pdf websitehttps://www.equalityhumanrights.com/en/inquiries-and-investigations/inquiry-home-care-older-people/home-care-older-people-recommendations
effective monitoring ensures that human rights are adequately incorporated into how local authorities commission home care and that system is put in place so that problems in care delivery come to light early.
protection to close gaps in the current legal system; and
better guidance for older people so that they have clear information about their human rights when making decisions about home care plus guidance for local authorities about their human rights obligations
It is essential to improve on effective communication process between professionals to clarify risks, benefits, and alternative treatment of care and provide necessary skills for staff to enable communication with patients to make sure they understand the message.
It is important in society to promote cultural change. This makes it possible for the patient to be recognised as equal partners in their care and treatment, feeling supported to express individual needs and priorities through an information-sharing process. people/home https://www.equalityhumanrights.com/en/inquiries-and-investigations/inquiry-home-care-older--care-older-people-recommendation
Adequate home assessment needs to be carried out in patient homes before they are discharged from the hospital to limit possible challenges.
Local authorities should be making their changes, which should include a significant difference in relationships with provider organisations – so that they have the freedom to innovate and use budgets flexibly as agreed with the person using services. An essential aspect of outcome-focused services is that the service user has more control over tasks and visit times. Care workers can enjoy the challenge and show initiative in supporting people to achieve their chosen outcomes which improve their job satisfaction. https://www.scie.org.uk/personalisation/practice/home-care-providers {Assesses 29 December 2020}















Conclusion
This case study has been able to explain the health care challenges faced by Mr and Mrs T. It has established that based on their current health care needs, receiving care at home can be more beneficial to the couple as this will allow them to have some control over the quality of care required in their secured environment. According to their person-centred care plan, enablement community home care team as a choosing organisation will provide a high rate of care, following the Care Act 2014 Regulations.
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