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“THIS IS HOW I WANT MY CARE PLEASE”

Person Centered Integrated Commissioning of Frail Older People’s services (Adults with Complex Needs)

Outcome Statements
These outcomes are inclusive of anyone with a health or social care need.
1. When I am unwell but my GP and community nurse can look after me in my own home (whether this be residential/nursing or private home), It should be guaranteed that providers of any necessary services which are required for me to stay at home ensure that they are consistently available.   I am entitled to expect that the services provided by my GP and community staff are of high quality.

2. I expect that my carer’s needs and wishes are central to the provision of services for me.  I want to know that any decisions about my care, my admission or discharge from hospital will only be made after including my carer in the discussions.  I also want know that any decisions about my care will take full account of my carer’s needs.

3. If my doctor sends me to hospital or a 999 ambulance takes me to hospital, I expect to be assessed by someone who understands the special requirements of frail elderly people in an environment that is conducive to my wellbeing and their carers who can arrange tests and treatment at the earliest possible time, only admitting me to hospital if I cannot be safely cared for at home. 

4. If I am admitted to hospital, I expect to be cared for on a ward which understands the needs of frail elderly people, enabling me to improve or at least maintain the independence and activity which I enjoyed before I was admitted to hospital except when my illness prevents this.  

5. If I am admitted to hospital, I need it to be recognised if  I am nearing the end of my life early during my admission.  When this is so, I wish to avoid tests and treatment that will not improve the quality of my remaining life.  I wish to be supported and enabled to die in the place of my choice.

6. I realize that there may be times when I am unconscious or my mental capacity is temporarily affected by illness when I am unable to make decisions and others have to take those on my behalf; if this is the case, I expect professionals and my family to take account of my previously documented wishes and values.

7. As soon as my illness allows it I expect to be discharged back to my own home with any care which I or my carer need provided there with the understanding of how I can manage myself, when I need to ask for help and when I need to contact emergency services and with assessments of me and my carers long term needs carried out there.  My doctors, nurses and therapists must understand that keeping me in hospital longer than I need is bad for me.  I expect that medical and nursing staff will see arranging services will see arranging services for me and my carer to get me back to my home as a core part of their skill and knowledge.
8. If I need a care package to enable me to return home, staffs who assess me for this

must understand that waiting in hospital for these assessments is bad for me.  Waiting for longer than 24 hours should not be required.

9. If I need a care package to enable me to return home, whoever provides this should be able to start the package when I need it, rather than making me wait in hospital for it.  Care packages should be commissioned in a way which takes account of predictable variation in demand and Devon’s geography so that I can always go home when I am clinically ready.

10. I recognize that it may be necessary for me to be transferred from hospital to a care home. When this is necessary I would like to be able to choose a care home which meets my needs in my local community.  I recognize this might involve a temporary arrangement for my care.

(It should be noted that in some instances patients may choose to be placed in a setting which exceeds the funding levels which DCC are able to meet or feel would be reasonable)

11. I do not want to be transferred between hospitals unless an expert in the assessment of frail older people says that I need to stay in hospital and the hospital to which I am to be transferred is nearer to my home.   Whilst in hospital I do not want to be transferred between wards unless it is in my best interests.

12. I expect reablement services to continue to improve my health and capability as soon as my carer and I are ready to go home.  These services should enable me to continue to achieve my independence.

13. I wish to be involved, with my carer in any decision about long term care.  If I do need to move to a care home I do not want to wait in hospital for this to become available unless this is the only safe option for me.
