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themes
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• Advanced Care Planning
– What we have now
– Where we want to be

• Mental Capacity Act and Deprivation of Liberty
Safeguarding
– Mental Capacity Act
– Deprivation of liberty safeguards
– Cases

• Medication reviews in the elderly
– Primary care audit
– Why it makes a difference

When I die,
I want to be
cremated.

I want to
be buried.

I drank so
much wine, I
think maybe I
should be
bottled!

Advance
Care Planning
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• 10-20% of health expenditure spent on care in the
last year of life
• Non cancer patients – proportions dying at home
differ according to condition – 12% from respiratory
conditions 55% dementia deaths in care homes
• Preference for preferred place of care in older people
very variable, depend on circumstances, change over
time
• Increased palliative care provision associated with
reduced hospital deaths
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Factors Influencing
Patient Choice

Perceived care-giver burden
Living alone
Trajectory of the illness
Environmental Factors
Cultural background and values
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Advance Care Planning in
Subject
Dementia
here
• The NHS England Five Year Forward View
• Advance care planning plays a vital role in
improving personalised care
• People with a diagnosis of dementia being
given the opportunity for advance care
planning early in the course of their illness,
including plans for end of life.

Advance Statements vs
Subject
Advance
Decisions
here
Advance Statements
• Sets out a person’s
preferences, wishes, beliefs
and values regarding any
aspect of their future health
or social care
• How religious or spiritual
beliefs need to be reflected
in their care
• An advance statement is not
legally binding, but anyone
who is making decisions
about the person’s care
must take it into account.

Advanced Decisions
• Advance decision to refuse
treatment, an ADRT or a
living will
• Decision that may be made
to refuse a specific type of
treatment at some time in
the future
• Enables the family, carers
and health professionals
involved in the care of the
person living with dementia
know their wishes
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ACP
– Summary
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•
•
•
•
•

Difficult and complex
Never the right time or the right place
Better to do it a bit than not do it at all
Earlier is usually better
Empower and educate care home staff

WHADDYA MEAN
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Mental Capacity Act
The code of practice
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1. A person must be assumed to have capacity unless it is
established that he lacks capacity.
2. A person is not to be treated as unable to make a decision
unless all practicable steps to help him to do so have been
taken without success.
3. A person is not to be treated as unable to make a decision
merely because he makes an unwise decision.
4. An act done, or decision made, under this Act for or on behalf
of a person who lacks capacity must be done, or made, in his
best interests.
5. Before the act is done, or the decision is made, regard must
be had to whether the purpose for which it is needed can be
as effectively achieved in a way that is less restrictive of the
person's rights and freedom of action.

Capacity
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• Understand the information relevant to the decision
• Retain the information
• Use or weigh the information as part of the process of
making the decision
• Communicate the decision

NICE Guideline 108
Subject 2018
March
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When giving information about a decision to the
person:
• Accessible, relevant and tailored to their specific
needs
• Sufficient to allow the person to make an informed
choice about the specific decision in question
• Use of single tools (such as the Mini-Mental State
Examination) should not be used as the basis for
assessing capacity.
• GPcog of 0 does not mean you lack capacity

InSubject
Assessing Capacity
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• Take in to account:
– The decision to be made
– If any inability to make a decision is caused by any
impairment of or disturbance in the functioning of
the mind or brain
– The options available to the person in relation to
the decision
– What information the person needs in order to be
able to explore their options and make a decision

Future
Lack of capacity…
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• Has the patient made provision for future loss of capacity?
• If not...
• Statutory principles
– An act done or decision made on behalf of a patient who lacks
capacity must be done in their “best interests” – … and in the least
restrictive way

• Best Interests:
–
–
–
–
–
–

More than medical considerations
Take into account the wider social and welfare issues:
Physical
Psychological
Social
Spiritual

Powers
of Attorney
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• Ordinary power of attorney
– Cover for a temporary period
– Used whilst you have capacity
– Only for financial affairs

• Lasting power of attorney (LPA)
– Financial Decisions
– Health & Welfare

• Enduring power of attorney (EPA)
– Replaced by LPA’s 2007
– Are still valid
– Only cover financial decisions when the patient lacks capacity

LPA
For Financial Affairs
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• LPA for Finance:
• Can be used while you still have mental capacity or can
state you only want it to come into force if you lose
capacity.
• An LPA for financial decisions can cover things such as:
–
–
–
–
–

buying and selling property
paying the mortgage
investing money
paying bills
arranging repairs to property.

• You can restrict the types of decisions

LPA
– Health & Welfare
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• Only be used once you have lost mental capacity
• Decisions such as:
–
–
–
–
–

where you should live
your medical care
what you should eat
who you should have contact with
what kind of social activities you should take part in.

• Can give special permission for your attorney to
make decisions about life-saving treatment.

Deprivation of
Liberty Safeguards

•
•

•
•
•
•
•
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Introduced in 2004.
Response to ‘Bournewood judgement’ in the European Court
Human Rights (HL vs UK).
Ruling - circumstances in which patient was held were in
breach of his right to liberty.
Applies to people over age of 18 in Care/Nursing Home or
Hospital
Not appropriate if living in their own home
Not to be used in people appropriate for MHA Detention –
Grey area
Ensures people looked after in a way that does not
inappropriately restrict their freedom

What
constitutes
a
deprivation?
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• Physical restraint
• Frequent use of sedation/medication to control
behaviour
• Mittens
• Raised bedrails
• Catheter bag attached to bed
• A patient in a chair and unable to move without
assistance
• Frequency and intensity of observation and monitoring
levels
• Requirement for a patient to remain in a certain area of
the ward

The
“Acid Test”
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An individual is deprived of their liberty for the
purposes of Article 5 of the European Convention on
Human Rights:
The Question Is…
• Is the person subject to continuous supervision and
control?
• Is the person free to leave?
• Importance of not whether a person wants to leave,
but on how those who support them would react if
they did want to leave

Urgent vs Standard
Subject
Authorisation
here
Urgent Authorisation
• Made by hospital or
care home
• Things need to be done
to the patient that
would be a clear
deprivation of liberty
i.e. sedation,

Standard Authorisation
• Hospital/ care home
applies to local
authority
• Local authority make
the decision
• LA have 21 days to
make decision

DOLS
process
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• Two trained independent assessors
– one mental health assessor
– one best interests assessor who will stop deprivation of liberty
being authorised if they do not think all the conditions are met

• Patient appointed a ‘relevant person’s representative’
who is consulted to look for ‘least restrictive option’
– Friend/ family/ carer
– IMCA

• Person and their representative can
– ask for the authorisation to be reviewed
– challenge it in the Court of Protection
– Ask for IMCA support

Cheshire
West Case
Subject
•
•
•

•
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P had lived in a supported living bungalow with other
residents
He could also be subject to physical intervention to manage
behaviour
The Court of Appeal, overturning a previous Court of
Protection judgement, had ruled in 2011 that this was not a
deprivation of liberty because P’s life was as normal as
possible for someone with his level of disability
Supreme Court rejected this, unanimously, saying disabled
people should not face a tougher standard for being deprived
of their liberty than non-disabled people.

Surrey
Case
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• MIG & MEG
• The Court of Appeal had, in 2011, upheld a previous Court of Protection
ruling that neither sister were deprived of their liberty
– “relative normality” of the sisters’ lives and their lack of objection to their
accommodation.

• On this case, the Supreme Court split four to three in favour of the
judgement that MIG and MEG were deprived of their liberty.
• Baroness Hale: “If the acid test is whether a person is under the complete
supervision and control of those caring for her and is not free to leave the
place where she lives, then the truth is that both MIG and MEG are being
deprived of their liberty.

Consider
Edith…..
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• Edith is an elderly resident of a care home. She has been living there for 3
years but has recently started wandering around at night, and so a
deprivation of liberty safeguards Standard Authorisation has been sought
and granted after her care plan was amended be more restrictive to
prevent this.
• On one of the regular 30 minutes checks, she is found on the floor of her
room in a lot of pain. She is saying that “she just want to go to the pictures
with her girlfriends to see the latest Cary Grant movie”.
• An ambulance is called and after an X-ray at A&E she is admitted into
hospital with a fractured neck of femur, and later listed for surgery. This is
explained to her, and she agrees because it will stop the pain, and mean
she “can go dancing again”.
• After the operation a standard dose of prophylactic heparin is prescribed.
When this is being administered sometimes she is agitated and refuses
the heparin, saying that she doesn’t want the “witch doctor magic”
medicine. Sometimes she is compliant and accepts the heparin

Background
– Frailty
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• Older people with frailty account for 4,000 daily
hospital admissions & over one million hospital
deaths between April 2006 and December 2012
• Those with mild frailty have almost twice the
mortality risk of a fit older person
• For those severely frail, the risk is quadrupled

Background
- Polypharmacy
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• Susceptibility to medication side effects is one of the
five frailty syndromes outlined by the BGS
• Between 2005 and 2015 - 50% increase in the total
number of prescription items dispensed in the
community in England
• The population grew by only 8% from 2005-2015
• Average number of prescription items per head of
population in England increased from 14 to 20

Effects
of Polypharmacy
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• Falls

• Increased side effect profile (including biochemical
imbalance)
• Cognitive decline/delirium
• Increased hospital admissions
• Increased pill burden = increased care

Falls
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• There are around 220,000 falls-related emergency hospital
admissions in England among patients aged 65 and older.
• Unaddressed falls hazards in the home are estimated to cost the
NHS in England £435m
• The total cost of fragility fractures to the UK has been estimated at
£4.4bn which includes £1.1bn for social care. Hip fractures account
for around £2bn of this sum.
• 4,984 people aged 65+ died from having a fall in 2016 = 13 people
every day.

Prescribed
Drugs in the UK
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here

Number of Prescription Drugs
Subject
per
head
of
population
here

Hospital
Admission
Subject
here

Drugs
in the Elderly
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• Altered pharmacokinetics
• Altered absorption
• Changes in fat distribution
• Impaired renal function
• Impaired liver function
• Altered sensitivity to adverse reactions
• Impaired gait/balance
• Cognitive impairment

Inappropriate
Prescribing
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• Prevalence of potentially inappropriate prescribing
(PIP) = 20% to 48% of all prescribed medications in
those over 65
• Prevalence of PIP drugs known to cause most
potential harm i.e. Benzodiazepines and amitriptyline
had not significantly fallen from 1995 to 2003

Inappropriate
Prescribing
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• Risk > Benefit
• Over‐prescribing: Excessive doses/duration of medicines
i.e. polypharmacy
• Mis‐prescribing: Unfavourable choice of medicine, dose,
or duration
• Under‐prescribing: Not prescribing a clinically indicated
medicine, despite the patient not having any
contra‐indication to that medicine

When
to stop?
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• Falls

• Delirium
• Cognitive impairment
• End of Life
• Extreme age/frailty

What
to stop
Subject
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• Is there a valid indication, and is the dose correct? (e.g. longterm amitryptilline, PPIs, antidepressants, opiates)

• Secondary prevention (e.g. statins in extreme age, multiple
antihypertensives)
• Consider side effects and interactions (difficult)
• Drug effectiveness in that patient group (e.g. bisphosphonates
in extreme old age)
• High risk combinations, e.g. warfarin and duel antiplatelets,
NSAIDS
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Local Audit in to
polypharmacy

• All severely frail patients comply with an annual
medication review - as per NICE and GP contract
• Tailored medication review should reduce
polypharmacy/ inappropriate prescribing
• To assess the effect of medication reviews on:
– Number of recorded falls
– Number of A&E episodes
– Number of GP attendances

Methodology
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• Consultation record searched using keyword ‘FALLS’
‘ADMISSION’
• A&E and medical discharge summaries searched for
that year to look for falls.
• List of medications to stop or start for each patient
made
• Patient phoned by GP and changes discussed and
made during phone consultation

Methodology
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• Number of actual medications reviewed in patient’s
record
• We defined a medication as any pharmacological
preparation taken by mouth, inhaled or injected with
regular frequency (defined as equal to or greater
than weekly).
• Excluded dietary supplements, stoma bags,
catheters, insulin testing strips etc.

Patient
numbers
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• First Audit – 111 patients – 104 after excluding those
<65
• Re-audit – 88 patients – potential reasons:
– Patient moved out of practice area
– Patients gone in to NH or RH outside of practice boundary
– Felixstowe Rd only looks after one RH
– Patient RIP

Comparing 1st Audit with
Subject
Re-Audit
here
14

Medication number decreased

Medication number increased
21
53

Medication number stayed the
same

Total
Number of Medications
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Comparing read codes vs note review for:
falls, A&E attendance and
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here admission rates
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Conclusions at re-audit after
6Subject
months
here
• 20% reduction in the number of medications from
initial audit.
• 70% reduction in the total number of recorded falls
in 6 months
• 25% reduction in the number of recorded admissions
to hospital.
• 18% reduction in recorded A&E attendances

Discussion
& Limitations
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• Data could be affected by the frequent fallers now not
being on the surgery list
– Though of the 16 gone, only 5 had fallen at all

• The sickest healthcare utilisers could have died in the 6
months.
• The repeat data was taken throughout winter months –
you would expect much higher falls and A&E
attendances:
– yet the numbers↓ despite this.

• Is the severely frail the right target?
• Should we think about the moderately frail?

Summary
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• Advanced Care Planning – where the
challenges lie
• Mental Capacity - do we do it right all the
time?
• DOLS – useful to think about in the care
home setting
• Polypharmacy – less is more

Questions?
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here

