A Scheme Manager supporting a man with Alzheimer’s Disease –
Patricia Harrington – Scheme Manager, Sanctuary Housing

Agencies Involved:

· Sanctuary Housing – Scheme Managers input

· Sanctuary Homecare Agency

· Health and Social Work team East Cambs and Fenland (Soham)

Background Information:

The case illustrates preventative work which used physical re-ablement and self directed support to delay a residential care admission for 12 months. 

Mr H (aged 80 ??) lived on a sheltered housing scheme,  Manor Court,  Witchford, near Ely. The scheme has communal facilities and is run by a Scheme Manager. Mr H has lived at the Scheme for four years and has a daughter who lives in the village. 
In November 2010 Mr H started to display some symptoms of dementia and was referred to his GP who arranged tests, revealing the early stages of Alzheimer’s.  Following this the GP suggested to his daughter that she should start to look for suitable residential establishments for him. 
Mr H made it clear to me that this was not an option he wanted and I said I would do all I could to help him remain at the scheme. I felt this was important so as to avoid disorientating him. I asked Mr H if he would like to complete a support plan questionnaire, as part of our support planning process. The main issues which were noted in the support plan were loss of weight, recent diagnosis of Alzheimer’s Disease and poor mobility. I also undertook a Map of Life, to find out about the resident’s history and to restore his links to his past via his support plan 
The Map of Life identified that Mr H had been in the Army and he really missed keeping fit, the routine ‘Army life’ gave him and the social aspect he had with fellow officers. Mr H explained that since being diagnosed with Alzheimer’s Disease he felt isolated from friends and he could not engage in social activities. I spoke to Mr H about incorporating this into his support plan and encouraged Mr H to attend various activities on the scheme. 
Following a fall in July 2011 Mr H attend physio at the local community hospital and after eight weeks the fixed rehab programme was ended.  He enjoyed it but it could not be extended; and he wanted to do more. 
After the physio I reviewed his support plan and encouraged Mr H to attend the chair based exercise class I ran at the scheme each week to help with his mobility. This would also enable him to socialise with others who are also interested in keeping fit. His mobility improved considerably and Mr H was able to walk across to the communal room without assistance and get to the local post office. This rekindled his interest in physical fitness which he had established during his Army career.  I subsequently got higher resistance bands for him.  Mr H also began attending the lunch club at the scheme where I prepare a nutritious meal each week for residents and the local community.  Mr H began to make friends and also to put on weight, which the GP was very happy about.  

After a few months, in the course of a review, I asked MR H if he had considered going to a gym.  He and his daughter, who visited daily and  helped with his shopping and finances, were interested but said that it would be difficult to fund. At that point I suggested that we try and obtain a Self Directed Support package for him that would enable him to choose and fund this activity.  
At the same time, Mr H Alzheimer’s disease progressed and I also spoke with him about arranging homecare, because he was unable to shower himself safely and needed help with his cleaning. Mr H was reluctant because he had a bad experience with a homecare agency and he wanted to choose the provider himself, not leave it to the local authority. 
Up to this point the local health and social work team had restricted their involvement to arranging help from the local emergency care team when Mr H returned home after his fall. I subsequently spoke to Mr H’s social worker about the new self-directed support (SDS) arrangements and asked if it would be something that could be organised for Mr H. 
I wanted Mr H to feel empowered and able to make his own choice over the service he would receive so I spoke to him in depth about the new SDS arrangements. Mr H was thrilled that he could choose the services he wanted, which he felt would help him the most.   The local social work team undertook an assessment and Mr H was given a personal budget to support his needs which he took in the form of a direct payment. I empathised with Mr H over his recent bad experience with the other homecare provider but reassured him that I would support him in tailoring the service to his needs so that he could keep his own identity. I liaised with the Homecare Manager and explained that Mr H valued routine and with his illness progressing, it would be important to have this regular contact. Mr H began having the care, with the same carer each day and at the same time. 
I visited Mr H regularly to ensure that he was happy with the service and If there were any adjustments to be made, I would act as his advocate by speaking to the Homecare Manager directly to resolve this. While generally Mr H felt able to speak for himself, due to his prior bad experience with a different care agency, he was unsure if anyone would listen to him when he wanted to make adjustments to the service. As Mr H had built up trust with me he felt confident enough to tell me where he wanted changes to be made.  

Most importantly the SDS money also allowed Mr H to pay for a carer to assist him with going to the gym. As Mr H had a good relationship with his carer, I liaised with the homecare provider and arranged for Mr H to attend the gym once a week with the carer. Mr H’s fitness levels have increased so much that he has cut down smoking and his appetite has increased.  Mr H has not had any further falls and his confidence and self-esteem has generally been boosted whilst living with a debilitating illness. 

Postscript

Since writing this case study, in November 2011 Mr H suffered a severe bout of pneumonia and was admitted to hospital.  He was discharged to residential care with a plan for him to return to the scheme. Unfortunately in January he suffered a stroke and is paralysed on one side.  The future is unclear.
Questions for the groups to consider:

1. What are the examples of good practice in this case study? 


2. Is there anything which could have been done differently or in addition? 


3. Had Mr H remained physically fit while his dementia continued to progress, what might he have needed in the future and who might the players have been?

