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OBJECTIVES OF THE WORKSHOP

• To explore the tensions of practising social 
work in a bureaucratic system that is designed 
to manage demand against resources. 

• To discuss strategies for managing these 
tensions by working in partnership to promote 
rights, independence and the management of 
frailty.



How we got here.

• History of social work with older people.

• Social work in England and Wales has a 
number of roots.

• Case work

• Psychosocial approaches that came from USA 
in the 1930s.

• Financial assessment and social 
administration.



The Poor Law. In the workhouse



Changing titles: same work?

• Poor Law relieving officers

• Post 1929 Local Government Act became 
public assistance officers.

• Post 1948 National Assistance Act became 
welfare officers. Separate Departments for 
Children and Mental Health.

• Post Seebohm in 1971 became part of generic 
Social Services Departments. 



Care Management

• 1990 National Health Service and Community Care Act. 

• Introduction of a mixed economy that encouraged 
more independent service provision.

• Redefining Health Services

• The Care Management Cycle.

• Care Management – a missed opportunity to be person 
centred and provide individualised care.

• Replacement of social workers with care managers.

.



Creating a Unified and Fair System for 
Assessment and Managing  Care 2002

• Although this statutory guidance stated goals 
to be person and outcome focussed and co-
ordinated and streamlined, the system was 
very bureaucratic.

• Defined 4 different types of assessment.

• Contact, Overview, Specialist and 
Comprehensive



Establishing and looking at the 
presented problem

• Box 1. SEVEN KEY ISSUES

• 1. The nature of the presented need.

• 2. The significance of the need for the older person

• and/or their carer.

• 3. The length of time the need has been experienced.

• 4. Potential solutions identified by the older person.

• 5. Other needs experienced by the older person.

• 6. Recent life events or changes relevant to the 
problem(s).

• 7. The perceptions of family members and carers.



Domains of assessment

• User's perspective
• • Problems and issues in the user’s own words
• • User’s expectations, needs, strengths, abilities and motivation including
• cultural and social expectations
• • Recent life events – including strengths and coping mechanisms
• • Personal and spiritual fulfilment and life-style choices
• • Advocacy needs
• Carer’s perspective and need for carer assessment
• • Physical difficulties in caring
• • Psychological difficulties and pressures arising from caring role, including
• shock, grief, felt inadequacy
• • Life constraints arising from caring role e.g. clashes with employment, child
• care responsibilities, leisure activity
• • Carer’s strengths, expectations, motivation and perception of her/ his needs
• and user’s needs



• Clinical background
• • History of medical conditions and diagnoses
• • History of falls
• • Medication use and ability to self-medicate
• • Recent hospitalisation
• • Breathing difficulties
• Disease prevention
• • History of blood pressure monitoring
• • Nutrition/current diet/swallowing ability/fluids
• • Vaccination history
• • Drinking and smoking history
• • Exercise pattern
• • History of screening



Personal care and physical well-being
• Pain
• Oral health
• Foot-care
• Skin care including prevention of pressure areas
• Mobility in and out of the home
• Climbing stairs
• Continence and other aspects of elimination
• Sleeping patterns

Activities of Daily living
• Washing
• Bathing
• Grooming, including hair care and shaving
• Dressing
• Accessing and using toilet
• Transfer in/out of chair
• Transfer from bed
• Eating and drinking
• Ability to make choices and have control over environment



Senses
• Sight
• Hearing
• Smell
• Taste
• Speech and communication, first/preferred language and understanding
Mental health
• Cognition and dementia, including orientation and memory
• Mental health including confusional states, paranoid states, depression and
reactions to loss, and other emotional difficulties
• Substance misuse (including tranquillisers or alcohol)

Relationships
• Social support and network, personal relationships, and involvement in
leisure, hobbies, religious groups,
• Carer support and strength of caring arrangements
• Ability to care for others where necessary e.g. partner



Safety
• Abuse and neglect (risk assessment)
• Other aspects of personal safety (risk assessment)
• Public safety/hazards (risk assessment)
• Manual handling assessment (risk assessment)
Instrumental Activities of Daily Living
• Meal and snack preparation
• Make hot drink
• Heavy housework (cleaning)
• Keeping warm
• Shopping
• Care of the home
• Managing affairs (finances, paperwork)
Immediate environment and resources
• Accommodation (including noise), heating or physical hazards (risk
assessment), location and access
• Level and management of finances and need for benefit advice (risk
assessment)
• Access to local facilities and services
• Work, education, learning and participating in community activities
• Transport needs



Once a domain is triggered through the Overview Assessment all aspects 
of that Domain (ie sub domains) should be considered.

When the assessment is completed, consideration should be given to 
eligibility for services. 

There are 4 levels of eligibility. Low, Moderate, Substantial and Critical. 
Councils set the level at which they provide services and have to review 
this every year. 

Most councils provide services for people falling into Substantial and 
Critical.



Critical – when:

• Life is, or could be, threatened; and/or

• Major physical or mental health problems have developed or are likely

to develop; and/or

• There is, or could be, an extensive loss of choice and control over vital

aspects of the immediate environment; and/or

• Abuse or neglect (self or other) have occurred or are likely to occur;

and/or 

•there is, or could be, an inability (physical or mental) to carry out vital

personal care, domestic or other routines; and/or

• Vital involvement in work, education or learning is, or could be, at 

great

risk of not being sustained; and/or

•Vital social support systems and relationships cannot or will not be

sustained; and/or

• Vital family and social roles and responsibilities cannot or will not be

undertaken.



Substantial – when:

• Significant physical or mental health problems have developed or are

likely to develop; and/or

• There is, or could be, some significant loss of choice and control over

the immediate environment; and/or

• There is, or could be, an inability (physical or mental) to carry out the

majority of personal care, domestic or other routines; and/or

• Involvement in many aspects of work, education or learning is, or could

be, at risk of not being sustained; and/or

• The majority of social support systems and relationships are, or could

be, at risk; and/or

• Individuals cannot undertake, or will be unlikely to be able to undertake,

some significant family and social roles and responsibilities that are

important to them and others.



Moderate – when:
• There is, or could be, some inability (physical or mental) to carry out
several domestic or other routines; and/or
• Several aspects of work, education or learning are, or could be, at risk of
not being sustained; and/or
• Several social support systems and relationships are, or could be, at risk;
and/or
• Individuals cannot undertake, or will be unlikely to be able to undertake,
several family and social roles and responsibilities.
Low
when:
• There is, or could be, some inability (physical or mental) to carry out one
or two domestic or other routines; and/or
• Involvement in one or two aspects of work, education or learning
cannot or will not be sustained and/or
• One or two social support systems and relationships are, or could be, at
risk of not being sustained; and/or
• Individuals cannot undertake, or will be unlikely to be able to undertake,
one or two family and social roles and responsibilities.



Valuing staff
• Professionals who work with older people need to be properly, trained
and offered ongoing staff development.
• Front-line professionals should be supported to take responsibility for
planning the care of individual older people.



The experience of hospital discharge

• Huge political importance of the numbers of 
delayed transfers of care because of impact on 
hospital capacity. 

• Little discussion about the negative aspect of 
hospital stay for older people.

• In 2003 charges were introduced in England 
for Local Authorities who delayed discharge 
for patients. Not applied in Wales.



The impact of charging local 
authorities by health services.

• An evaluation a year after the legislation 
found significant variation in performance.

• In some areas 33% of people requiring 
support went to a care home.

• Once in a care home, few came out. 



Reablement: Changing the approach



Reablement in Wales

• A range of models but with the same aim:

• To assist people to regain physical, 
psychological and social function and skills to 
maximise their independence.

• Focuses on the goals individuals set for 
themselves. 

• Positive outcomes for individuals and reduces 
demand for services.



Managing frailty

• Frailty is a distinctive health state related to 
the ageing process in which multiple body 
systems gradually lose their in-built reserves. 
Between a quarter and a half of people over 
85 have frailty. Fit for Frailty. British Geriatrics 
Society. 2014

• It is not an inevitable part of ageing.



What’s New?

• Look for a cause if an older person shows 
decline in their function.

• Recognise delirium.

• Use of the Comprehensive Geriatric 
Assessment.

• Possibility of treatment.



This is not my mom
Talk about changes in your loved one 

even if no one asks. 

• It is important that you discuss these concerns with the health care professional. By doing so, you provide 
valuable information about your loved one’s normal condition and abilities that allows the doctor to recognize 
that the problem may be delirium.

• What can you do for a family member with delirium?
• Be calm and reassuring.
• Speak slowly and clearly and use simple sentences about familiar, non-threatening topics.
• Don’t argue with them or try to test their memory or thinking.
• Don’t over stimulate your them.
• Allow periods of uninterrupted rest to reduce fatigue.
• Encourage adequate fluid and nutritional intake.
• Let hospital staff know if you notice any discomfort.
• Increase activity when applicable (e.g., encourage them to be up and walking when it is safe to do so).
• Keep track of changes in behaviour and inform the doctor or nurses.
• Ensure hearing aids and glasses are in place.
• Make sure they can get to the bathroom regularly.
• Place a calendar and clock within view.
https://www.youtube.com/watch?v=9QURzexhWP4
. 



The Social and Medical Models

• Need both approaches.

• Getting the support right.

• Challenging assumptions about older people

• Giving people information so they can make 
informed decisions. 

• Advance care planning.

• Social work with older people and their 
families.



A Better Life Valuing Our later Years. 
JRF 2013

• We all need positive images and balanced narratives to challenge ageist 
assumptions. Old age is not about ‘them’, it is about all of us.

• We all need to make the effort to see and hear the individual behind the 
label or diagnosis, taking into account the increasing diversity of older 
people as a demographic group.

• We must ensure that all support is founded in, and reflects, meaningful and 
rewarding relationships. Connecting with others is a fundamental human 
need, whatever our age or support needs.

• We need to use the many assets, strengths and resources of older people 
with high support needs through recognising and creating opportunities for 
them to both give and receive support.

• We must all be treated as citizens: equal stakeholders with both rights and 
responsibilities, not only as passive recipients of care. We must also have 
clarity on what we can reasonably expect from publicly-funded services and 
what we will need to take responsibility for ourselves.

• The individual and collective voices of older people with high support needs 
should be heard and given power. We must use a much wider range of 
approaches to enable this.

• We need to be open to radical and innovative approaches; but we also need 
to consider how, often simple, changes can improve lives within existing 
models.



Using a Rights Based Approach

• Changing mind sets in Carmarthenshire.

• Declaration of Rights for Older People in 
Wales. 2014. Based on the European 
Convention on the Human Rights and Human 
Rights Act 1998

• http://www.scottishhumanrights.com/careab
outrights/filmscenario-sheila-1

http://www.scottishhumanrights.com/careaboutrights/filmscenario-sheila-1


New legislation, new opportunities

• The Social Services and Wellbeing Act. 2014 
Wales

• Implemented April 2016

• Emphasises strengths based approach; 
Person-centred; importance of information 
and advice; using co-production; using 
community resources; supporting carers.

• Policy supporting Social Work.



Moving to gerontological social work

• Main focus of gerontological social workers is 
on understanding the physical and mental 
problems that older people may experience 
within the context of economic, social and 
environmental influences. They work with the 
individual older person, their family and 
community resources and often facilitate 
difficult decisions, for example a move to a 
care home.



Gerontological social workers’ 
specialist knowledge and skills

• Include understanding of; the aging process and 
models of ageing; health conditions in later life; 
end of life issues; family carers’ needs; the policy 
and legal frameworks relating to older people 
and carers; effective management of loss, change 
and transitions; and the evidence base for 
interventions in work with older people.

• Social Work with Older People: a vision for the 
future. TCSW.



My forgetting is better than my 
remembering.






