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LEARNING DISABILITIES INTEGRATED CARE PATHWAY
	GUIDELINE / STANDARD
	DATE
	TIME
	ACHIEVED
	SIGNATURE

	
	
	
	YES
	*NO
	N/A
	

	Guideline One: 
The planning and delivery of care for a patient with learning disabilities attending an outpatient department
Applicable Standard Outcomes
	
	
	
	
	
	

	Was a more flexible time slot or appointment used/required
	
	
	
	V
	
	

	Patients are involved in the decisions relating to their care
	
	
	
	V
	
	

	Following assessment, patients are referred to the appropriate agency
	
	
	
	V
	
	

	Carers and significant others are involved in the planning of care
	
	
	
	V
	
	

	All parties involved in the care delivery have the opportunity to ask questions
	
	
	
	V
	
	

	Nursing care is delivered in a private and dignified manner
	
	
	
	V
	
	

	Communication methods are guided by patient reference
	
	
	
	V
	
	

	State method used
	
	
	
	V
	
	

	Appropriate terminology is used when communicating with the patient - contacted SALT & CLDT
	
	
	
	V
	
	

	Patients are involved in changes regarding their care
	
	
	
	V
	
	

	The carer is able to negotiate the level of care they wish to provide for the patient
	
	
	
	V
	
	

	The patient is advised as to whom will provide their care
	
	
	
	V
	
	

	The carer is confident that the patients needs will be met
	
	
	
	V
	
	

	Did they have TLA tool completed
	
	
	
	V
	
	

	Was ‘Staying in Hospital’ booklet used
	
	
	
	V
	
	


*If ‘No’ record as variance on variance sheet

	GUIDELINE / STANDARD
	DATE
	TIME
	ACHIEVED
	SIGNATURE

	
	
	
	YES
	*NO
	N/A
	

	Guideline two: 

The planned admission of a patient with a Learning Disability within an acute hospital environment
Applicable Standard Outcomes
	
	
	
	
	
	

	Was consent sought from patient for carer to be involved in process
	
	
	
	V
	
	

	All patients with a learning disability are assessed within 24 hours
	
	
	
	V
	
	

	All qualified nurses are able to utilise the Learning Disability Assessment Questionnaire
	
	
	
	V
	
	

	Patients are involved in the decisions relating to their care
	
	
	
	V
	
	

	Patients receive individualised care which reflects their care plan
	
	
	
	V
	
	

	Was an existing care plan accessible/asked for
	
	
	
	V
	
	

	Was main carer able to be involved in assessment
	
	
	
	V
	
	

	Following assessment, patients are referred to the appropriate agency
	
	
	
	V
	
	

	State which
	
	
	
	V
	
	

	Carers and significant others are involved in the planning of care
	
	
	
	V
	
	

	All parties involved in the care delivery have the opportunity to ask questions
	
	
	
	V
	
	

	Were questions resolved
	
	
	
	V
	
	

	An individualised care plan is formulated
	
	
	
	V
	
	

	The patients need for privacy is acknowledged
	
	
	
	V
	
	

	Nursing care is delivered in a private and dignified manner
	
	
	
	V
	
	

	Communication methods are guided by patient reference 
	
	
	
	V
	
	

	State method used
	
	
	
	V
	
	

	Appropriate terminology is used when communicating with the patient
	
	
	
	V
	
	

	Inappropriate, patronising language is avoided
	
	
	
	V
	
	

	Treatment options are discussed with the patient and significant others
	
	
	
	V
	
	

	Patients are involved in changes regarding their care
	
	
	
	V
	
	

	Key individuals are involved in the transition of care arrangements
	
	
	
	V
	
	

	The carer is able to negotiate the level of care they wish to provide for the patient
	
	
	
	V
	
	

	The carer is aware of who will provide care in their absence
	
	
	
	V
	
	

	The nurse and carer meet to review care provision at every shift change
	
	
	
	V
	
	

	The patient is advised as to whom will provide their care
	
	
	
	V
	
	

	The carer has the opportunity to rest
	
	
	
	V
	
	

	The carer is confident that the patient’s needs will be met
	
	
	
	V
	
	

	All nurses deliver care whilst maintaining the dignity and respect of the patient
	
	
	
	V
	
	

	Was TLA tool used?
	
	
	
	V
	
	

	Was ‘Staying in Hospital’ booklet used?
	
	
	
	V
	
	


*If ‘No’ record as variance on variance sheet

	GUIDELINE / STANDARD
	DATE
	TIME
	ACHIEVED
	SIGNATURE

	
	
	
	YES
	*NO
	N/A
	

	Guideline three: 

The emergency admission of a patient with a Learning Disability to an acute hospital environment
Applicable Standard Outcomes
	
	
	
	
	
	

	All patients with a learning disability are assessed within 24 hours
	
	
	
	V
	
	

	All qualified nurses are able to utilise the Learning Disability Assessment Questionnaire
	
	
	
	V
	
	

	Patients are involved in the decisions relating to their care
	
	
	
	V
	
	

	Patients receive individualised care which reflects their care plan
	
	
	
	V
	
	

	Following assessment, patients are referred to the appropriate agency 
	
	
	
	V
	
	

	State which
	
	
	
	V
	
	

	Carers and significant others are involved in the planning of care
	
	
	
	V
	
	

	All parties involved in the care delivery have the opportunity to ask questions
	
	
	
	V
	
	

	An individualised care plan is formulated
	
	
	
	V
	
	

	The patients need for privacy is acknowledged
	
	
	
	V
	
	

	Nursing care is delivered in a private and dignified manner
	
	
	
	V
	
	

	Communication methods are guided by patient reference
	
	
	
	V
	
	

	State method used
	
	
	
	V
	
	

	Appropriate terminology is used when communicating with the patient
	
	
	
	V
	
	

	Inappropriate, patronising language is avoided
	
	
	
	V
	
	

	Treatment options are discussed with the patient and significant others
	
	
	
	V
	
	

	Patients are involved in changes regarding their care
	
	
	
	V
	
	

	Key individuals are involved in the transition of care arrangements
	
	
	
	V
	
	

	The carer is able to negotiate the level of care they wish to provide for the patient
	
	
	
	V
	
	

	The carer is aware of who will provide care in their absence
	
	
	
	V
	
	

	The nurse and carer meet to review care provision at every shift change
	
	
	
	V
	
	

	The patient is advised as to whom will provide their care
	
	
	
	V
	
	

	The carer has the opportunity to rest
	
	
	
	V
	
	

	The carer is confident that the patient’s needs will be met
	
	
	
	V
	
	

	All nurses deliver care whilst maintaining the dignity and respect of the patient
	
	
	
	V
	
	

	Was TLA tool used?
	
	
	
	V
	
	

	Was ‘Staying in Hospital’ booklet used?
	
	
	
	V
	
	

	Were CDLT contacted on discharge?
	
	
	
	V
	
	


*If ‘No’ record as variance on variance sheet

	GUIDELINE / STANDARD
	DATE
	TIME
	ACHIEVED
	SIGNATURE

	
	
	
	YES
	*NO
	N/A
	

	Guideline four: 

Planning discharge arrangements for a patient with learning disabilities
Applicable Standard Outcomes
	
	
	
	
	
	

	All qualified nurses are able to utilise the Learning Disability Assessment Questionnaire
	
	
	
	V
	
	

	Patients are involved in the decisions relating to their care
	
	
	
	V
	
	

	Patients receive individualised care which reflects their care plan
	
	
	
	V
	
	

	Following assessment, patients are referred to the appropriate agency
	
	
	
	V
	
	

	State which
	
	
	
	V
	
	

	Carers and significant others are involved in the planning of care
	
	
	
	V
	
	

	All parties involved in the care delivery have the opportunity to ask questions
	
	
	
	V
	
	

	Nursing care is delivered in a private and dignified manner
	
	
	
	V
	
	

	Communication methods are guided by patient reference
	
	
	
	V
	
	

	State method used
	
	
	
	V
	
	

	Appropriate terminology is used when communicating with the patient
	
	
	
	V
	
	

	Patients are involved in changes regarding their care
	
	
	
	V
	
	

	Key individuals are involved in the transition of care arrangements
	
	
	
	V
	
	

	The carer is able to negotiate the level of care they wish to provide for the patient
	
	
	
	V
	
	

	The carer is aware of who will provide care in their absence
	
	
	
	V
	
	

	The nurse and carer meet to review care provision at every shift change
	
	
	
	V
	
	

	The patient is advised as to whom will provide their care
	
	
	
	V
	
	

	The carer is confident that the patients needs will be met
	
	
	
	V
	
	

	Were CDLT contacted?
	
	
	
	V
	
	

	
	
	
	
	
	
	


*If ‘No’ record as variance on variance sheet
	GUIDELINE / STANDARD
	DATE
	TIME
	ACHIEVED
	SIGNATURE

	
	
	
	YES
	*NO
	N/A
	

	Guideline five: 

The planning and delivery of care for a patient with learning disabilities attending Theatre & Recovery
Applicable Standard Outcomes
	
	
	
	
	
	

	Nursing staff to contact Theatre 24 hours before procedure to discuss any specific patient needs
	
	
	
	V
	
	

	Was carer permitted to escort patient to and from theatre/recovery?
	
	
	
	V
	
	

	Did patient have pre-op visit to area?
	
	
	
	V
	
	

	All qualified nurses are able to utilise the Learning Disability Assessment Questionnaire
	
	
	
	V
	
	

	Patients are involved in the decisions relating to their care
	
	
	
	V
	
	

	Patients receive individualised care which reflects their care plan
	
	
	
	V
	
	

	Following assessment, patients are referred to the appropriate agency 
	
	
	
	V
	
	

	State which
	
	
	
	V
	
	

	Carers and significant others are involved in the planning of care
	
	
	
	V
	
	

	All parties involved in the care delivery have the opportunity to ask questions
	
	
	
	V
	
	

	An individualised care plan is formulated
	
	
	
	V
	
	

	The patients need for privacy is acknowledged
	
	
	
	V
	
	

	Nursing care is delivered in a private and dignified manner
	
	
	
	V
	
	

	Communication methods are guided by patient reference
	
	
	
	V
	
	

	State method used
	
	
	
	V
	
	

	Appropriate terminology is used when communicating with the patient
	
	
	
	V
	
	

	Inappropriate, patronising language is avoided
	
	
	
	V
	
	

	Treatment options are discussed with the patient and significant others
	
	
	
	V
	
	

	Patients are involved in changes regarding their care
	
	
	
	V
	
	

	Key individuals are involved in the transition of care arrangements
	
	
	
	V
	
	

	The carer is able to negotiate the level of care they wish to provide for the patient
	
	
	
	V
	
	

	The carer is aware of who will provide care in their absence
	
	
	
	V
	
	

	The nurse and carer meet to review care provision at every shift change
	
	
	
	V
	
	

	The patient is advised as to whom will provide their care
	
	
	
	V
	
	

	The carer has the opportunity to rest
	
	
	
	V
	
	

	The carer is confident that the patient’s needs will be met
	
	
	
	V
	
	

	All nurses deliver care whilst maintaining the dignity and respect of the patient
	
	
	
	V
	
	

	Was TLA tool used?
	
	
	
	V
	
	

	Was ‘Staying in Hospital’ booklet used?
	
	
	
	V
	
	

	Were CDLT contacted on discharge?
	
	
	
	V
	
	


*If ‘No’ record as variance on variance sheet
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VARIANCE SHEET

LEARNING DISABILITIES INTEGRATED CARE PATHWAY
	DATE
	TIME
	VARIATION
	REASON FOR STANDARD NOT BEING ACHIEVED
	ACTION TAKEN
	SIGNATURE
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