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--- Six Steps
to success




Step 1
- Dementia case study
Ethel is a 82 year old lady who lives alone in her own home and has been receiving home-care services on a four times daily basis for nine years from the same Agency and regular attending carers. Ethel has severe dementia and relies on the carers for all aspects of her care. The only person who visits Ethel other than the carers is the local Parish Priest who gives Ethel a blessing each week as she is no longer able to take communion due to swallowing difficulties. Ethel has no next of kin, family or friends on record. 

Your staff have grown very close to Ethel over the years and have seen the deterioration from mild to advanced dementia. Ethel is cared for in bed due to severity of her condition and is no longer able to verbally communicate with carers, however the carers have developed ways of communicating using their knowledge of Ethel and reading her non verbal communication.

A number of your carers have reported a change in Ethel’s condition stating she appears weaker and is sleeping for longer periods however they are unable to be more specific. You have requested a GP visit, though Ethel’s regular GP is currently on sick leave. You and your staff have strong views that Ethel should be cared for in her own home and not admitted to hospital. 

1. Identify where this individual would be on your Supportive Care Record and give reasons for this.
2. What suggests that an advance discussion about future care is indicated?

3. Who are the appropriate people to be involved in advance care planning discussions?
4. What can you do in your role?
Facilitator notes

1. Identify where this individual would be on your Supportive Care Record and give reasons for this 

Ethel is in phase 3-red  (the last days of life) of the North West End of Life Care Model.
The rationale for this is:

· Dementia diagnosis of 9 years duration

· Assistance with all care

· Bedbound

· No verbal communication 

· Weakness

· Sleeping for longer periods

· Swallowing difficulties

· Change in condition
· No reversible causes identified
2. What suggests that an advance care planning discussion is indicated?

Ethel has deteriorated. Knowledge of the disease process identifies key time frames for discussion. 
3. Who might the appropriate people involved in advance care planning discussions? Consider knowledge and skills, competency, limitations

As Ethel has no family and it appears that she does not have ability to contribute to the discussion herself, she is possibly reliant on others to make decisions in her best interests. Consider, have any advance directives been recorded? Consider, has a mental capacity test been undertaken?

· Care staff, nursing staff, GP, specialist nursing teams, social worker, and key worker - any professionals involved in the care. As the regular GP is off sick, care staff would need to engage discussion with the covering GP.

· Parish Priest (who knows Ethel and her views and beliefs), are there any close friends? 
· An independent advocate or advisor could also be involved to support Ethel’s future care. (Independent Mental Capacity Advisor)

4. What can you do in your role as carer to support Ethel?
· Does Ethel need more care support?

· Communicate effectively with others (domiciliary care agency, primary care links)

· Document comments and concerns
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