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This tells the story of Jeannie and Peter and how personalised care using a whole family 
approach can help; maintaining strong family relationships and promoting wellbeing for them 
both.  

Personalised care is based on ‘what matters’ to people and  builds on individual strengths, 
needs and preferences. This means understanding the context in which each person lives, their 
important relationships as family and carers. 

Mutual caring and support 

https://www.ndti.org.uk
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Meet Jeannie aged 84. She 
spent her whole working life as 
a baker and balancing this with 
being a mum to her only child 
Peter who has learning 
disabilities. She still loves to 
bake and tries new recipes on 
her friends. She is now having  
some health issues and 
struggles to get about.  

Meet Peter aged 52, he has 
Down’s Syndrome. He loves 
helping his mum round the 
house and doing the shopping 
but also works three days a week 
at a local charity shop. A job he 
loves. He also enjoys taking his 
dog Bertie out for long walks and 
going to watch his local football 
team. 

Meet the family Jeannie and Peter

Jeannie and Peter live together and mutually support and 
care for each other since Jeannie’s husband (Peter’s dad) died 
10 years ago. They see themselves as a great team.
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They see themselves as a great team and support one another without paid 

support services, until Jeannie has to be admitted to hospital after a fall.

Peter is very worried 
because his mum is in 
hospital. He doesn’t know 
when his mum will return. 
He’s distressed, not 
sleeping, not looking after 
himself and has stopped 
going to work.

Jeannie falls and is taken to 
hospital with a fractured hip and 
has to have an emergency 
operation. The multi-disciplinary 
team say that she may remain in 
hospital for up to two weeks. 
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Jeannie is fretting about Peter

Vicky encourages Jeannie to call her 
neighbour Rose on the telephone. Rose says 
that she is keeping an eye out for Peter. 
Jeannie uses the wards tablet to video call 
Rose and Peter.  She realises that Peter is 
struggling and that she must get home as 
soon as possible. 

Jeannie worries about Peter being at home by himself but feels 
awkward about asking anyone for help. Vicky, the staff nurse, 
sees Jeannie is worried and makes time to sit down with her and 
have a chat. Jeannie is able to tell her that she is worried about 
Peter at home by himself. 
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 Good discharge planning: getting ready for a safe discharge 

Vicky talks with the hospital team and they realise that they need to work with Jeannie to 
get her home as safely and quickly as possible. She calls the reablement team to explain 
Jeannie and Peter’s situation.  

They will also meet the short term goal of keeping Jeannie safe and helping her get her 
independence back whilst at the same time providing some time to do some personalised 
care and support planning with Jeannie and Peter. 
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Supporting Jeannie and Peter to get their lives back on track.  

Anna contacts Meena, a social prescribing 
link worker, who gets in touch. She arranges 
to come out and have a ‘what matters to 
you’ conversation with Jeannie and Peter. 
She talks to them about what the Carers 
Centre might have to offer them both. She 
supports them to make the telephone call 
and get a carers assessment. 

Anna, from the reablement team is supporting 
Jeannie with her personal care and helping her 
feel more confident.  

Peter is less anxious because his mum is home 
and getting support. He still feels worried about 
leaving her to go back to work.
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Planning for the future  
(Contingency planning)

Tracey at the Carers Centre tells Jeannie & Peter about 
the Lions Message in a Bottle scheme – where emergency 
contact numbers are stored in case anything happens to 
them in the future.

Meena, the social prescribing link worker 
talks with them both about their long term 
plans.

A more detailed conversation with 
Jeannie and Peter takes place. They 
agree how they would like to be 
supported in the case of an emergency.  

This information is kept in their summary 
care records and a full plan is held at the 
carers centre.
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Getting on track reconnecting to their community

Through the Carers Centre they 
are both introduced to Time 
Banking.  

Jeannie contributes her cake 
baking and exchanges the time for 
someone to keep her garden tidy. 

Peter banks his time by walking other 
peoples’ dogs and using his hours to 
get support to go out to the disco.

Jeannie makes new friends at an 
older family carers peer support 
group   

During the carers assessment 
Jeannie identifies that it is 
important to both her and Peter to 
be part of their community and 
make new friends. 
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Getting on track reconnecting to their community

Peter tells Meena what matters to 
him is finding a friend to go and 
watch football. 

Peter mentions Stan who he has 
known for many years and they 
share a passion for football.  

Stan agrees to take Peter to the 
local football matches on a regular 
basis.  

Peter now feels confident to go 
back to work at the charity shop. Meet Stan, he used to work at 

Peters old school.
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Team Jeannie and Peter are back on track.

Through using a whole family personalised 
approach Jeannie and Peter have been 
supported to get on with their lives. 

Being connected to the community through 
peer support and social activities means 
Jeannie and Peter feel less lonely and 
isolated and more confident that they can 
keep supporting each other in the future.
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This story demonstrates how a whole family approach incorporates  

components of personalised care and joined up working.

This story shows how personalised care works best when it 
recognises the needs of each significant family member 
including considering their caring roles. 

It demonstrates how social prescribing connects people to 
practical and emotional community support, through social 
prescribing link workers, based in GP practices. Link workers 
have time to build trusting relationships, start with what 
matters to the person, create a shared plan and introduce 
people to community support. 

It helps people get more control over their lives, to manage 
their needs and in a way that suits them. 

Planning for future emergencies through carers contingency 
planning and embedding these in summary care records, 
enables practitioners to know when and how to call these 
personalised plans into action when they are needed. 

CO-PRODUCTION 
AND CHANGE ENABLER

Personal Health Budgets 
and Integrated Personal

Budgets
An amount of money to support a 

person’s identified health and 
wellbeing needs, planned and 

agreed between them and their 
local CCG. May lead to integrated 
personal budgets for those with 

both health and social care needs. 
(Initially Specialist)

Supported Self
Management

Support people to develop the
knowledge, skills and 

confidence (patient activation) 
to manage their health and 

wellbeing through interventions 
such as health coaching, peer 
support and self-management 

education. (Targeted and 
Specialist)

Social Prescribing and 
Community-based

Support
Enables all local agencies to
refer people to a ‘link worker’

to connect them into
community-based support,

building on what matters to the
Person, and making the most of

community and informal
Support. (All tiers)

Optimal
Medical
Pathway

Personalised Care Operating Model
WHOLE POPULATION

when someone’s health status changes
30% OF POPULATION

People with long term physical and mental health conditions

Cohorts proactively identified on basis of local priorities and needs

Shared Decision Making and Patient Choice
People are supported to a) understand the care,
treatment and support options available and the 

risks, benefits and consequences of those options,
and b) make a decision about a preferred course of

action, based on their personal preferences and,
where relevant, utilising legal rights to choice.

(All tiers)

Personalised Care and Support Planning
People have proactive, personalised conversations which focus on what matters to 

them, delivered through a six-stage process and paying attention to their clinical needs 
as well as their wider health and wellbeing.

Review
A key aspect of the personalised care and support planning cycle. 

Check what is working and not working and adjust the plan 
(and budget where applicable).

WORKFORCE 
ENABLER

FINANCE 
ENABLER

COMMISSIONING
AND PAYMENT 

ENABLER

LEADERSHIP,

Click the image to find out more about personalised Care Operating model. 
Click on the link below to find out more.  

https://www.england.nhs.uk/personalisedcare/upc/comprehensive-model/

https://www.england.nhs.uk/wp-content/uploads/2018/10/personalised-care-operating-model-1.pdf
https://www.england.nhs.uk/personalisedcare/upc/comprehensive-model/
https://www.ndti.org.uk

