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 North East Regional Access to Acute Network

Care of a Patient with a Learning Disability in the Acute Hospital
Person supporting patient (Care Pathway 9b) 

 































































Support








Establish with the PC the support that is to be provided whilst patient is in the hospital setting.


Ensure that this is recorded in the patients care plan clearly stating the support that they are able to carry out – e.g. assistance with meals, washing and the times the patient requires most support. 


Communication is vital between clinical staff and PC to ensure that issues are discussed and resolved efficiently.


Please ensure that PC needs and wellbeing must be considered e.g. relieving them for breaks, meals and drinks. 


If the PC is staying overnight to meet care needs of the patient – the needs of the PC should be considered to ensure that they are comfortable, have breaks and have access to refreshments. 
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Paid Carer (PC) 








Un-paid carer (UPC) see Care Pathway 9a 








Ensure that the Risk Dependency Assessment Tool is completed with the person who knows the patient best to establish the support the patient requires. 





Identify as to whether the patient has a Health Passport – if not it is essential that this is completed with the carer. (Intranet)  





Consider the use of DISDAT Tool to aid communication (Intranet)








Consider a referral to PALS service for support whilst the patient is in hospital. 





It needs to be identified as to whether the PC is funded to offer additional support for the patient whilst in the acute setting – it needs to be understood that this will be whilst working in partnership with the clinical staff. 








Does a referral to Social Services or Community Learning Disabilities Team need to be made to offer additional support on discharge planning? (See care pathway 8)


SS. Contact:                 CLDT Contact: 


Contact Acute Learning Disability Liaison Nurse for advice and guidance: 


Contact name:                              Tel: 





DISCHARGE PLANNING


It needs to be considered whether the care needs of the patient have changed and the PC role in meeting these needs.


A robust multidisciplinary discharge planning meeting is to be established by the ward/ lead clinician to ensure that a discussion has taken place of the needs of the person once they have been discharged from hospital.


It needs to be identified as to whether the patients present living arrangements will be able to continue meet their needs.


A referral to Social Work/ Community learning Disabilities Team/ District Nursing Services to be made – to ensure that all needs are considered once discharged from hospital.


Additional training needs to be considered for the PC if there has been a change in the patients care needs e.g. PEG, O2 therapy, medication etc. 





A person with a learning disability presents at acute hospital setting within the Emergency Department, Surgery or Medical Admissions either as an emergency or pre-planned admission.  


Does the patient have an identified carer?











